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(brand of chlorproph idamine maleate) 


Chior-Trimeton 


unusual poteney 
effective in dosages of 2 to 4 mg. 


rapid onset of action 
within 10 to 30 minutes 


high tolerance 
low incidence of side effects 


prolonged relief 
lasting from a few hours to all day 


Available forms: TaBLets, REPEAT ACTION TABLETS AND SYRUP, 
TM. 
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antibacterial action plas... 


greater solubility 
Gantrisin is a sulfonamide so soluble that 


there is no danger of renal blocking 
and no need for alkalinization. 


higher blood level 
Gantrisin not only produces o higher 
blood level but also provides o 
wider antibacterial spectrum. 


economy 
Gantrisin is far more economical than 
antibiotics and triple sulfonamides. 


Gantrisin is a single drug—not a mixture 
of several sulfonamides—so thot there is 
less likelihood of sensitization. 
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“..the only drug we have seen 
that allays anxiety without 
clouding consciousness” 


140672 (June 25) 19469 


Tolserol (Squibb Mephenesin) 
@ to alleviate pronounced anxiety and tension 
e as an adjunct in the treatment of chronic alcoholics 


DOSAGE 

In anxiety tension states: 

As little as 0.5 Gm., given orally every few hours, has pro- 
duced a good response. However, for optimum effect, 0.75 


Gm. or more is given several times a day. 


As an adjunct in the treatment 

of chronic alcoholics: 

As much as 3 Gm. orally every four hours has been found 
useful in the acute stage. This dosage is reduced when the 
patient becomes more manageable. (If Tolserol is given too 


soon after the patient drank alcohol, the toxic effect of the 


alcohol may be potentiated. For this reason, Tolserol should 
not be administered until six hours have elapsed since the 
patient drank alcohol.) 


Tabiets, 0.5 Gm., 0.25 Gm.; Capsules, 0.25 Gm.; 
Elixir, 0.1 Gm. per cc.; Solution, 2% (i 
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A REGISTERED TRADEMARK OF SQUIER & SON 


“prompt” response 


“excellent” response 


“...ertremely effective” 


in acute upper respiratory infections 


Promptness of response to therapy is 
essential in these infections to accelerate 


the patient’s recovery and prevent the 
spreading of infection. Acute laryngotracheal 
bronchitis (H. influenzae)’, acute 

follicular tonsillitis (Str. pyogenes), 


and streptococcic pharyngitis? * 
are among the conditions in which 
uniformly favorable responses described 
as “excellent” and “prompt” have 
been obtained with this new antibiotic 
agent. In pharyngitis particularly, 
it has been noted that Terramycin 
“... given orally appears to be 


extremely effective. 


HYDROCHLORIDE 


The growing clinical literature continues to stress: 


1. 


The broad-spectrum activity of Terramycin 
against organisms of the bacterial and rickettsial as 
well as several protozoan groups. 


2, The promptness of response to Terramycin 
in acute and chronic conditions affecting a wide range 
of systems, organs and tissues. 


1. Herrell, W. E.; Heilman, F. R., and Wellman, W. E.: 
inn. New York Acad. Se. 53:448 (Sept. 15) 1950. 
2. Herrell, W. E.; Heilman, F. R.; Wellman, W. E., and 
250 me. ¢ apsules, bottles of 16 and 100; Bartholomew, L. A.: Proe. Staff Meet. Mayo Clin. 
100 mg. capsules, bottles of 25 and 100; 
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The physician knows... 
but the patient too seldom appreciates. . . that 


cathartic addiction can cause constipation 


When the patient “has been living with cathartics and enemas” laxative addic- 
tion is often an “etiologic factor”! in the very condition he seeks to relieve. 
Before bowel stability can be reestablished, “eradication of the enema and/or 
cathartic habit is paramount.”? 


an aid to patient education: 


Cathartic abuse is cautioned against in “7 Rules 
for 7 Days,” a leaflet designed to help the patient 
understand that regularity can be achieved by 
following the simple rules of bowel hygiene. On 
Available to physicians: Pads of “7 Rules” may be 
had by writing “7 Rules” on a prescription blank Seatac , 
and sending to Chilcott Laboratories, Morris 
Plains, New Jersey. 

an aid to physwologic correction: 
Correction of constipation and cathartic abuse gore 
has been accomplished physiologically with Cel- 

lothyl — even where patients claimed to have vis 

taken “barrels of laxatives.”? 


To “WEAN” THE CATHARTIC AppicT, the drug for which dependency exists should be 
continued in diminishing doses as Cellothy] therapy is initiated. Dosace: % the 
usual dose of cathartic together with Cellothyl, then % the usual dose, then 
Cellothy! alone for as long as necessary. Each dose must be taken with a 
full glass of water. 


To CORRECT CONSTIPATION IN A PHYSIOLOGIC MANNER, Cellothy! provides bulk where 
bulk is needed—in the colon. Following the normal digestive gradient, Cello- 
thyl passes through the stomach and small intestine in a fluid state, then 
thickens to a smooth gel in the colon, resulting in soft, easily passed stools of 
good caliber. Dosace to correct constipation: 3 Tablets t.i.d., each dose with a 
full glass of water until normal stools pass regularly. Then reduce to minimum 
levels for as long as required. Cellothy] is not habit-forming. 


Available: 


Cellothyl Tablets (0.5 Gram) in bottles ® 
of 50, 100, 500 an 5000. = ot y S 


Cellothyl Granules, for pediatric use, 
in bottles of 25 and 100 Grams. brand of methylcellulose 
especially prepared by the Chilcott Process 


1. Rev. Gastroenterol. 14.558, 1947. 
2. J. Oklahoma M. A. 43.360, 1950. 
3. Gastroenterology 13.275, 1949. 


CHILCoTT 
Laboratories.» oe The Maltine Company 
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The natural oil globules in © Wd 0 Cc 0 


(Homogenized Vitamins A, B:, Bz, C, and D, Lilly), as in milk, are so finely 
subdivided that they are easily and completely assimilated. Such minute particles 
readily surrender their vitamin content to the delicate digestive tract 
of even the smallest infant. The essential water-soluble factors further round out this formula 
to give young patients full protection from vitamin deficiencies. 
The new pint-size economy package reduces the cost of the daily dose 


in early infancy to less than two cents. 


ELi LILLY AND COMPANY e INDIANAPOLIS 6, INDIANA, U.S.A, 


Complete literature on Lilly vitamin products for prescription use is 
available from your Lilly medical service representative or will be 


forwarded upon request. 
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INAUGURAL ADDRESS* 


Parsons 


President, The New York Academy of Medicine 


NE feels quite naturally somewhat overwhelmed by being 
in the position I find myself in tonight, considering the 
list of distinguished men who have preceded me and in 
particular my immediate predecessor Dr. Watson who 
a has labored so untiringly in the interests of the Academy 
and has brought such wisdom and inspiration to all its activities. Any 
previous experience in addressing medical meetings on some subject 
closely identified with one’s professional activity, therefore with reason- 
able confidence and perhaps some authority, on this occasion in the 
immediate problem facing me, is nearly worthless. One of the really 
difficult things to do is to say thank you with sincerity and due humility. 
Both of these sentiments run strongly in me at this moment, but I really 
cannot express my very real and deep appreciation of the honor you 
have paid me in selecting me to preside over the activities of The New 
York Academy of Medicine for the coming two years. To each of you 
as to me the Academy has meant much in the past. We all know of 
its service to the medical profession and to the public at large. Knowing 
of the wisdom, unselfishness and zeal of its Director and of the various 
committees and their Chairmen, we can anticipate further growth in 


* At the Annual Meeting of The New York Academy of Medicine, January 4, 1951. 
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usefulness to the profession and the community, and only because of 
them can have full confidence in its immediate future. It is a great honor 
to be its President, and I would be less than human if the pleasure and 
gratification I feel were not indeed nearly immeasurable. 

In casting about for a subject to discuss with you tonight the choice 
seemed to lie between the future in terms of the present and the present 
in terms of the past. While thinking about the former, namely the future, 
some remarks of Walter Lippmann in an unpublished address made last 
spring came to mind. He pointed out that members of our generation, 
and he was speaking of his and mine which also applies to many here 
this evening, were born, were educated, and began their life work in an 
era of established and apparently permanent peace. This state of peace 
with its implications as to the future of each individual was taken for 
granted. There was such a feeling of security in the present and future 
of that date that a young man starting his life work could look forward 
with confidence to a good living for himself and his family provided 
that he was reasonably intelligent and exhibited more than average dili- 
gence. Further he knew that he could, by practicing moderate economy, 
lay aside sufficient funds to provide for his own old age as well as help 
for his children. As Lippmann expressed it a flood came in August 1914 
that is still engulfing us. Unlike the biblical flood of water this was a 
flood of battle, blood, suffering, dissension and uncertainty. After a 
financial crash and depression, and a second world war, the world is 
still faced with grievous difficulties. Please do not blame me for hesitat- 
ing to indulge in any prophetic consideration of the future, particularly 
in view of the situation of the armed forces of the United Nations in 
Korea, the fact that the younger members of our profession are being 
called to active duty, and the further fact that this city and state, as 
well as others, are seriously engaged in preparing to cope with the 
catastrophic results of an atomic bomb explosion. To attempt to predict 
how and when this Academy may have to deal with what would seem 
fruitless. It is certain, however, that its fellowship will not be found 
wanting in any future period of trial, any more than they have been in 
the past. Nevertheless, it is most clear that it is incumbent on each of us 
individually and on all of us collectively to keep thinking soberly and 
constructively on these problems of the day, unpleasant and discourag- 
ing as they may be. It may seem that they are far from our professional 
lives but I venture to suggest that they may not be so, certainly not 
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in some of their political aspects. Only if we are clear in our individual 
and collective thinking will we be able to protect the professional prin- 
ciples and way of life that we not merely hold dear but are convinced 
are important to the health of the country and the future of medicine. 

After indulging in these sombre thoughts as to the future a ray of 
light appeared in considering the past. The thought emerged that it 
might be of interest to draw attention to the advances that have been 
achieved in medicine in general as exemplified in the metamorphosis of 
the surgeon since my undergraduate days, and perhaps to draw some 
conclusions therefrom. During these years there has emerged a very 
different type of person from the superior sort of technician that the 
surgeon of a generation ago was held to be by the majority of physicians 
of that day; and perhaps rightly so. Of course in all branches of medi- 
cine the change has been dramatic. As examples from the laboratory 
and the medical wards of this day, pH, not the hospital but the physico- 
chemical entity, had not even been thought of, and typhoid fever was 
still an important problem in all the hospitals in the city each summer. 

As many of you know, I have had some interest in surgery of the 
thyroid for thirty years. In the pre-iodine era nearly every patient oper- 
ated on for Graves’ disease exhibited postoperative thyroid storm and 
even in the better clinics the mortality was considerable. With the in- 
troduction of iodine in 1923 an immediate drop in mortality occurred 
and this improvement has continued so strikingly in recent years, partly 
with the advent of other drugs, that the mortality is merely a fraction 
of one per cent in large centers, Other factors were also involved in this 
satisfactory process, such as a better psychological approach, technical 
operative training of the surgeon and, what was of great importance, the 
introduction of a program of nutrition greater than the theoretical needs 
of the individual with emphasis on an abundance of protein. Twenty- 
five years ago the late Walter Palmer with Sloan and Carson studied the 
protein metabolism in hyperthyroidism and showed that these people 
were in negative protein balance which could be corrected by a suffici- 
ently high protein intake. It is not subject to proof that this stimulated 
the recognition by surgeons of the importance of nutrition in general 
and protein metabolism in particular in the pre- and postoperative care 
of surgical cases, but certainly it was at about this time that there ap- 
peared an understanding of this fact which rather rapidly in a few years 
began to be applied elsewhere, in such major high risk problems of that 
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day as gastric, intestinal and other operations now taken as matters of 
course, as well as in cases with prolonged sepsis or other debilitating 
processes in which poor nutrition was, among other factors, perhaps 
more important in relation to recovery than the underlying disease. 
Before long greater familiarity with hepatic and renal pathological phy- 
siology indicated the role therein of sugar and protein metabolism and 
electrolyte exchange. 

Coincident with an increasing interest in nutrition and in liver and 
kidney physiology, studies on the mechanism of shock began to throw 
light on functions of the circulating blood and its constituents, hitherto 
unknown. Transfusion of blood and the infusion of salt solution, glucose 
and even gum acacia, of brief popularity, by the time of World War I 
had been in use but on really only an empirical basis. Far too often even 
up to recent years various fluids and in particular sodium chloride were 
given in too large amounts. Before this Academy in December 1948 the 
late John Lockwood with Randall, in discussing electrolyte studies in 
surgical patients, gave due credit to those who had labored in the basic 
science laboratories and to the discoveries by physicians in various fields. 
He was glad to grant that men like Folin, Gamble, Peters, Van Slyke, 
Darrow and their co-workers, as well as many others, did the true basic 
work. He pointed out, however, that the surgeon is called upon to meet 
rapid, often even emergency intercompartmental fluid and electrolyte 
shifts, which sometimes are the result of the type and amount of fluid 
he has administered. Surgeons began to recognize that they must be 
prepared to handle these problems themselves. From the work of sur- 
geons like Coller and Maddock, Elman, Moore, Evans and many others 
has come a better understanding of the rapid shifts in fluid and electro- 
lyte balance that fellow trauma, anesthesia, burns, vomiting and intestinal 
drainage by tube or fistula. A similar state of affairs is present in regard 
to the use of whole blood or its derivatives. The estimation of blood vol- 
ume, with its components, is a commonplace in most surgical services 
in cases of dehydration, surgical jaundice or blood loss from whatever 
cause. The simple red blood cell count and hematocrit determination 
under many circumstances do not indicate the red cell mass deficiency. 
In obstructive jaundice, for example, there is commonly an increase in 
plasma volume which necessitates the greatest care in fluid and sodium 
administration, and indicates the dangers from over-transfusion. If, as 
Lockwood expressed it, the surgeon desires a place in the company of 
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scientific medicine he must understand these principles, be able to secure 
the data that will indicate deficiencies, and be prepared to remedy such 
deficiencies before an irreversible situation has been established. 

These are a few examples of the biochemical and basic physiological 
phenomena commonly handled nowadays in the surgical wards and la- 
boratories. It would be pointless to inflict on you a list of the various 
operative manoeuvres now being done; they are of course of great mag- 
nitude and familiar to all of you. One striking example of the kind of 
organic problem being attacked these days is that of heart and great 
vessel surgery. Up to just a few years ago these structures had enjoyed 
a sort of privileged privacy. That is now a thing of the past and no 
viscus now remains that is immune to surgical trespass. In fact the time 
is almost at hand when extra-corporeal circulation may be maintained 
to allow for even more extensive manoeuvres designed to correct circu- 
latory disabilities. 

These few points should suffice to indicate the scope and character 
of modern surgical therapy in all its branches. This greatly widened 
scope has resulted only slightly from purely technical developments in 
the actuai performance of any operation, because any well-trained 
surgeon should rapidly develop new technical facility. The superb 
record in the treatment of casualties in all theatres in World War II 
was achieved because there were available a host of well-trained surgeons 
who were not merely expert operators but who also in their training 
had been exposed to laboratory methods and who were familiar with 
the psysiological and circulatory disturbances that follow the receipt of 
severe trauma and how to avoid or correct them. All surgeons are not 
expert laboratory workers by any means, but in all University hospitals 
throughout the country one can find surgical laboratories busy with a 
host of studies of the greatest variety in which the surgical residents at 
some time in their training have taken part. Some of these studies are 
along new lines; but it is one of the eminently fine characteristics of the 
modern surgeon that in most of these research activities he is using infor- 
mation produced by medical and basic science laboratories that is applic- 
able in situations peculiar to surgery, either through the particular disease 
itself or the disturbances consequent to the operation. 

The point I am trying to make, and perhaps have belabored unneces- 
sarily because of my interest in it, is that the surgeon has progressed far 
from the position of being merely a technician. It is true that part of 
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his training fits him for the performance of the therapeutic incident of 
the operation; but the rest of his training, by making him concerned 
with far more than that, has placed him alongside the internist in the 
practice of modern scientific medicine. We have progressed by leaps 
and bounds in this generation of ours in all branches of medicine, but 
still have far to go. Animal experimentation, free and independent re- 
search along a wide variety of related and often seemingly unrelated 
lines, rivalry but yet codperation between institutions, and the greater 
awareness by scholars in the basic science laboratories and in the clinic 
of a mutual inter-relationship have been some of the contributing factors 
in this development shared by all branches of medicine. In all of this 
progress our Academy has played its part in its Stated and Section meet- 
ings, in its great Graduate Fortnight, through its lectures and publica- 
tions and through the devoted labors of its various committees. 

The President of the United States has declared the existence of a 
State of Emergency. No one knows what the coming months and years 
will bring to all of us. If and when general mobilization comes, each of 
us will have his part to play. Personally I believe that theoretically gen- 
eral mobilization is the fairest and best method of utilizing the man- 
power of the country effectively in the particular situation facing us, 
although the problem of personnel assignment would be prodigious and 
the risk of permanence considerable. The danger implicit in starting this 
type of governmental regulation of the lives of all citizens is clear, 
although by no means the certainty that would be the case were we 
defeated by Russia. Moreover, one cannot help wondering whether such 
a move on our part as general mobilization would not be pleasing to 
communists as being the first step along the road to an all-powerful cen- 
tral government. If another post war period comes with widespread 
material destruction, dislocation of the lives of the people, hunger, sick- 
ness and want, the temptation and perhaps the need to continue strong 
central control might be irresistible. It requires but little imagination 
to foresee how all things medical would fare under such circumstances. 
One of the duties, perhaps the only important duty of this Academy, 
if such a time ever comes, and God grant that it will not come, may 
be to exert its influence to maintain the freedom of medical education, 
research and practice so that the gains won by this generation may be 
consolidated and become the basis for even greater progress in the next 
and ensuing generations. 
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In the meantime we physicians, as physicians, do have an opportun- 
ity. T'wo forms of contagion are beginning to spread that we can recog- 
nize and help to check. One is a sort of mental blindness that fails to 
see what is going on in the world and thinks that we can fold up in our 
shell like an armadillo and be safe; but the shell of an armadillo is not 
strong enough to withstand more than limited pressure, nor can we be 
safe unless we are strong, and this will not be achieved by thinkless wish- 
ing, as someone has called it. The other contagion is selfishness, sired by 
sloth out of greed, which desires business as usual and let the other fel- 
low do it. Illness of body and mind, pain and death have always been 
the constant adversaries of physicians, and we know them well, respect- 
ing but not fearing them. We know the need of adequate preparation 
and prompt decision in coping with disease, but also we know what 
these two can accomplish in mitigation if a threatened condition be- 
comes established. Does not this apply in the case of the serious epidemic 
now threatening the world? It should be clear to all that for quaran- 
tine purposes we must help the other free peoples of the world and 
buckle to the business of making ourselves strong regardless of the rig- 
orous disciplines required, or the epidemic will spread inevitably. A 
crowd is made up of individual persons and so is a nation. There is a 
little time, and it is not for us physicians perhaps to sound a clarion call 
as Churchill did in the dark days of the Battle of Britain; but we can 
and must make our influence felt on the individuals with whom we come 
in contact as friends and acquaintances, or in the extraordinary relation- 
ship of doctor to the patient and his family, so that we may help the 
selfish to understand that their own interests are at stake, and make the 
blind see the true picture now unfolding. 
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ADDRESS OF THE RETIRING PRESIDENT * 


BenJAMIN P. Watson 


Gsesesesesese4~ December 31, 1950 my two years of office as your 
President came to an end. This has brought with it a 
sense of relief and at the same time one of regret, the 
latter far outweighing the former for, whilst your 

Geseseseseses~) president must give much of his time and effort to his 
duties, there is more than ample compensation in the interest of the 
work and in the mental stimulus which comes of participating in the 
many activities which go on within these walls. 

: There are also outside interests for, occupying as it does an honored 

place in the community, The New York Academy of Medicine through 

its President and other officers is frequently called upon to participate 
in public functions and ceremonies. For me, the most notable and at the 
same time most terrifying of these was when I gave an address in the 

Cathedral of St. John the Divine at a full church service, commemorat- 

ing the centenary of St. Luke’s Hospital. That will always remain for 

me a vivid memory for it was the first time that I had, as the Scots put 
it, “wagged my heid in a pu’pit.” 

Other addresses which I have been called upon to give have come 
more within the range of my experience augmented as that has been 
by the briefing which I invariably asked for and never failed to receive 
from the Director and other officers of the Academy. 

Whilst it is customary for the President to give a short account of 
the work done at the end of each of his two years of office it must be 
realized that our activities are not demarcated on a calendar basis but 
are a continuing performance. The permanency in office of the Director 
and Executive Secretaries, and the limited changes in the chairmanship 
and personnel of our standing committees make it possible to carry on 
all our accepted functions from year to year. To do that and at the same 
time prevent these from becoming mere repetitive routine requires 
constant watchfulness and a great deal of hard work on their part. And 
always there are new problems coming up calling for investigation; new 
challenges to be met; new methods to be explored and exploited. It is 
to some of the more recent of these that I shall call your attention. 


* Given 4 January, 1951, at the Annual Meeting of The New York Academy of Medicine. 
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A few years ago the Committee on Medical Information, through 
its director, Dr. lago Galdston made arrangements whereby the Lectures 
to the Laity were broadcast to the general public over radio station 
WNYC. Stimulated by the evident success of this venture they began, 
eighteen months ago, to explore the possibilities of making tape record- 
ings of some of the scientific papers and round table discussions held 
here, having them transferred to discs and from these making FM 
broadcasts over a local station. Furthermore, it was envisaged that these 
discs might be made available to FM stations in other localities and to 
medical organizations and individuals all over the world for grama- 
phone reproduction. Here was a new method for the transmission of 
medical knowledge. 

A small subcommittee from the Committees on Medical Informa- 
tion and Medical Education was appointed with Dr. Norton Brown 
as Chairman. Thanks largely to his unremitting energy and that of Dr. 
Galdston the dream has been transformed into reality. The first FM 
broadcast “for doctors only” was made in January 1950. Since then 
there have been broadcasts of three series of eight lectures each, all of 
them originally delivered here. The broadcasts are made over WNYC- 
FM on a specified day each week and at a fixed time previously an- 
nounced. They naturally reach a much larger audience than could 
ever assemble here, for already many doctors in and beyond the Metro- 
politan area are reserving this time, happy in the thought that they can 
have a quiet evening at home and also be acquiring knowledge of things 
new in medicine. Many laudatory letters from doctors have been re- 
ceived and requests for the discs have come from medical organizations 
from all over the world as well as from the State Department which has 
requested transcriptions for the Voice of America and for the Embas- 
sies and Consulates in countries carrying English programmes. 

The Academy of Medicine may well be proud of this pioneering 
effort in medical education. It has been made possible only by the 
donation of time and service by radio station WNYC and by the whole- 
hearted support of its director, Mr. Seymour N. Siegel. We tender 
them our grateful thanks. Even with this generous contribution it is 
estimated that the additional cost to the Academy will be in the neigh- 
borhood of twenty-six thousand dollars a year. This addition to our 
budget will have to be met by new endowments, grants and donations. 
The committee has already enlisted some financial support but we must 
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look to the Fellows to help out by interesting public spirited indi- 
viduals in the project. 

As all of you know, there are few radio broadcasts of educational 
value, for these have little appeal to commercial sponsors of radio pro- 
grammes. The New York Academy of Medicine therefore thought it 
right to join with other scientific, educational and cultural organiza- 
tions in petitioning the Federal Communications Commission for reser- 
vation of at least 20 per cent of television channels for educational pur- 
poses. Unless such reservation is made now the vast possibilities of tele- 
vision as an educational medium may well be lost for the future. That 
it has such possibilities was demonstrated at our 1950 Twenty-Third 
Graduate Fortnight on the “Musculo-Skeletal System” at which in addi- 
tion to the usual evening lectures, morning panels, hospital clinics and 
scientific exhibits, there were arranged six televised telecolor programmes 
of surgical operations. These were acclaimed as of great teaching value. 

The Committee on Medical Education, ever-watchful for what is 
new and important, arranged a special conference and round table dis- 
cussion on cortisone and ACTH in which there took part many of the 
pioneers in the discovery and clinical application of these new and spec- 
tacular therapeutic agents. It was from a part of this conference that 
our first FM radio broadcast was made. 

Under the auspices of the Committees on Medical Information and 
Medical Education an informal conference with the Deans of the five 
medical schools in the Metropolitan area was held to discuss ways and 
means of making the Academy with all its facilities better known and 
more useful to their students. As a result a plan is being worked out 
whereby all of the freshmen in these five schools will, each year, be 
extended an invitation to visit the Library, meet the Officers and Fellows 
and have explained to them the ways in which we can be helpful. They 
will come in small groups each made up of students from all five of the 
schools so that they may fraternize and learn from each other what goes 
on in schools other than their own. There is also under consideration the 
possibility of conducting for these students a short course in the history 
of medicine planned along lines with more interest and appeal than 
those generally given. Our great collection of historical lore in the 
library and our ability to secure the proper speakers would seem to make 
this eminently practical. 

Last year in my annual report I told of the symposium which was 
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held in conjunction with the New York County Lawyers Association 
on the subject of “Law, Medicine and the Unstable Family.” Always 
on the outlook for new contacts for the interchange of ideas, the Com- 
mittee on Medical Information recently organized a conference with 
ministers of religion to explore the possibilities of greater cooperation 
between the clergy and the medical profession in treating the sick, 
especially the sick in mind. Thirty members of the clergy of all faiths 
and denominations and twenty-seven interested physicians, together 
with committee members took part. The transactions of this conference 
are in the course of preparation for publication. They should supply a 
basis on which to build new methods of approach to many forms of 
human distress. 

That the public is interested in and concerned about problems of 
the mind and their impact upon human welfare is shown by the over- 
flowing attendance at the Laity Lectures whenever these treat of a 
psychological or related subject. We are all coming to realize more and 
more how important is the psychological approach. The subject de- 
liberated at our last Eastern States Health Conference was the Psycho- 
logical Dynamics of Health Education. The committee on Public Health 
Relations is at present exploring means of lessening the incidence of 
mental illness by community action. Today we are preparing ourselves 
for the possibility of major disaster from atomic attack. In densely popu- 
lated areas such as New York it is conceivable that should such attack 
come, there would be more casualties from panic than from the direct 
action of the bomb. The Committee on Medical Information has there- 
fore begun to plan a conference of those with expert knowledge to 
consider the subject of panic and to formulate methods of minimising it 
by mass enlightenment and conditioning of the public. In this it is hoped 
to enlist the co6peration of our municipal departments, health and edu- 
cational agencies and Civil Defense Authorities. 

In the broad domain of Public Health the Committee on Public 
Health Relations has given detailed consideration to a number of sub- 
jects, many of them referred to it by our various health agencies. The 
Study of Neonatal Mortality is well into its second phase which is con- 
cerned with the causes of neonatal deaths and the possibilities of their 
prevention. A subcommittee of nine obstetricians, nine pediatricians and 
three pathologists acting with Dr. Chandler Foot as Director and five 
field workers makes a detailed study of each death reported. It is ex- 


; . 
¥ 
| 
“4 } 
q 
a 
| 
| 


THE BULLETIN 


140 


pected that the study will be completed by May of this year and that 
the report will be ready shortly thereafter. 

A prolonged study of the relationships between funeral directors and 

hospitals concerning autopsies resulted in the preparation of a “Manual 
of Procedures upon the Occurrence of a Death in Hospitals of the 
Metropolitan Area,” and also a wall chart indicating acceptable autopsy 
room procedure. These two documents were published under a subven- 
tion from the United Hospital Fund and distributed to all hospitals in 
the Greater New York area. The usefulness of this work is attested by 
the fact that after receiving the initial copies, hospitals requested large 
numbers of these pamphlets. The first edition of 5,000 copies has been 
almost exhausted, and again with a grant from the United Hospital 
Fund, a second printing was ordered. Out of the work of this group has 
, come also the formation of a joint committee representing the Academy, 
the Greater New York Hospital Association, the New York Patholog- 
| ical Society, and the Metropolitan Funeral Directors’ Association to fol- 
| low up the recommendations in the Manual. 
. The Commissioner of Hospitals requested the Committee’s advice 
. as to ways in which the city’s provision of convalescent care for its 
charges could be made more effective. The Committee’s report suggested 
that the Department of Hospitals consider incorporating convalescent 
. units in any new hospitals that may be built, and that in the meantime, 
ample use be made of existing institutions, and that home care be tried 
whenever possible. Changes in the Department’s procedure to facilitate 
admission of patients to convalescent institutions, to simplify the finan- 
cial arrangements, and to broaden the basis for approval of convalescent 
care were recommended. 

Other matters which the Committee has studied and on some of 
which it has issued reports were the Care of Mental Patients in Pro- 
prietary Hospitals, Electro-shock therapy, Air pollution and Smoke 
control, Practical nurses for Home Service, Street Cleaning, Fluorida- 
tion of City Water. These will be published in the annual report. 

A great deal of the time of the Committee was devoted to various 
legislative proposals with public health implications. Among other things, 
it dealt with the establishment of a state mental health council compar- 
able to the Advisory Health Council of the State Department of Health, 
which was approved; it opposed the amending of the Medical Practice 
Act by additions proposed on behalf of radiologists; it endorsed the 
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bill for licensing of physiotherapists and one for the lowering of the age 
of licensure for practical nurses from 19 to 18, it was in favor of a pro- 
vision for indeterminate prison sentences and psychiatric examinations 
for sex offenders. It opposed a bill for the licensing of chiropractors. 
It took an active part in advocating legislation which would have made 
possible the utilization of unwanted dogs for medical research. It fav- 
ored a bill for a year’s study by a legislative committee of the problems 
of alcoholism. 

The enumeration of these items give you some indication of the 
amount and importance of the work performed by the Committee 
on Public Health Relations with Dr. George Baehr as its Chairman and 
Dr. E. H. L. Corwin as its Executive Secretary. 

The Committee on Medicine and the Changing Order has continued 
to hold a watching brief during the year. It has viewed with satisfaction 
the gradual implementation of the recommendations made in former 
years on the ways and means of making available to a larger and larger 
public all that modern medicine can provide. It hails the ever-increasing 
enrollment in voluntary health insurance plans and the growing enlight- 
enment of the public as to their value as opposed to compulsory national 
health insurance. In this matter of informing and building up public 
opinion the medical profession has taken a forward step. 

We recognize that our profession, along with other professions and 
callings, must conform in its practices to an over all pattern of national 
policies and that it must fit into the general economic and social picture. 
What most of us object to is that the profession of medicine which 
stands so high in accomplishment; which has been making such spec- 
tacular progress in scientific research and in its application for the bene- 
fit of the whole population, should have been singled out as the stalking 
horse for an adventure into the dangerous and largely unexplored realm 
of state socialism and bureaucratic control. 

The New York Academy of Medicine throughout its one hundred 
years of existence has ever had before it one great aim, the promotion of 
medical education and research to the end that it should be applied in the 
best possible way for the benefit of the individual and of the people at 
large. The Academy has moved with the times. It has never been static. 
It recognizes that changing conditions call for new methods of meeting 
them and it stands ready today as it has in the past to explore and to 
advise on every new approach to the problem of national health. The 
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comprehensive character of its fellowship fits it for this task and the ob- 
jectivity of its approach to every investigation it has ever conducted is a 
guarantee that the problem will be thoroughly and fearlessly explored. 

The Library, our most precious possession, continues to cater to a 
great number and variety of readers, about half of whom are other 
than doctors of medicine. This large lay reading public might be further 
increased were it more generally known that, in coéperation with the 
public library system of New York City, the Library is free to all. Ex- 
planatory circulars to this effect have recently been distributed to other 
libraries and to interested individuals. Whilst ours is thus a free public 
library its whole expense is borne by the Academy. Expenditures have 
risen steadily year by year owing to the increasing number of books 
published and their augmented price, together with rises in salaries and 
other costs of administration. A library must always continue to ex- 
pand. The Committee on Library and Dr. Howard Craig have been 
studying ways and means of adding to the stacks and of providing better 
working space for staff and readers. To meet all of this it is very neces- 
sary that we seek new sources of income, a drive for which is con- 
templated in the coming year. In this we must enlist all of our Fellows. 

We acknowledge the generosity of those who in the past year, under 
the auspices of the Friends of the Rare Book Room have donated valu- 
able volumes of historical interest, the acquisition of which would or- 
dinarily be out with our budget limits. An important working acquisi- 
tion was a set of 209 volumes of the Library of Congress Catalogue of 
Cards, the greatest of American Bibliographies. Its very considerable 
cost was met by members of the Committee on Library personally and 
through their friends. 

A new departure has been an experiment in library co6peration. 
Late in 1949 the Academy Library initiated a series of consultations 
between the librarians of seven New York institutions concerned with 
the literature of psychoanalysis in the hope that a survey might show 
possibilities of economising on purchases by minimising duplication and 
at the same time increasing representation of the literature. This whole 
enterprise constitutes what may be the first attempt at a working co- 
ordination among libraries by a partial pooling of their resources to 
provide less costly and yet wider service. The idea originated with Miss 
Janet Doe, our librarian, who has made herself responsible for working 
out the details. I pay tribute to her for the very efficient way in which 
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she administers this and all our other library activities. She and her asso- 
ciates have arranged a variety of exhibitions during the year such as 
that of Atlases of Anatomy published up to the year 1700; all of the 
literature bearing on cortisone and ACTH; an exhibit on “The Effects 
of Atomic Weapons.” 

Of considerable local interest was the showing of books written by 
New York City physicians issued in 1949; its sixty-nine titles (to which 
several more were added in the course of the exhibit) represent, accord- 
ing to Miss Doe, some 15 per cent of the medical books published in the 
United States in 1949, and are a crude index of the amount of work 
New York physicians are doing. Such an output reflects the fact that 
New York has become an outstanding medical center. 

In 1950 The New York Academy of Medicine itself has published 
four volumes—The Biological Foundations of Health Education; ‘The 
Social and Biological Challenge of the Aging Population; The Patho- 
genesis and Pathology of Viral Diseases. The first two are the transac- 
tions of the Eastern States Health Conferences of 1948 and of 1949 held 
under the auspices of the Committee on Medical Information and the 
third, edited by Dr. John G. Kidd, is the work of the Section of Micro- 
biology. The fourth volume entitled “The Future of Medicine” incor- 
porates the Laity Lectures of the 1949-50 Season. 

Over all the activities which I have mentioned and many others the 
Council has kept a watchful and directing eye as has the Board of Trus- 
tees over our finances. To the latter and especially to its Finance Com- 
mittee we are much beholden for the management of our invested funds. 
As these amount to over six million dollars this is a great responsibility. 
That their planning and administration have been wise is evidenced by 
the fact that in the last year as in the two years previously, we have 
lived within our income. Credit for this must also be given to our 
Director, Dr. Howard Reid Craig, who scrutinises all expenditures and 
manages to make ends meet, not only without loss of efficiency but 
indeed with an ever-increasing expansion of our services. 

On behalf of the whole Fellowship I tender to Dr. Craig and the 
other Officers, to the Council and to the Trustees our sincere thanks. 
On my own part I wish to convey to them my gratitude for the in- 
numerable ways through which they have contributed to making my 
term as President one of the happiest, most rewarding, and most 
memorable epochs in my life. 
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SOME RECENT ADVANCES IN THE 
STUDY OF URIC ACID METABOLISM 
AND GOUT* 
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Professor of Medicine, 


Columbia Research Service, Goldwater Memorial Hospital; 


Columbia University College of Physicians and Surgeons 


Director, 


es may be defined, for our present purpose, as a disorder 


IF of purine metabolism characterized by hyperuricemia 
f G i and a typical form of recurrent acute arthritis, often 


eventually associated with urate deposits in cartilage, 
@ joint spaces, bursae, tendons, kidneys and other tissues, 
these deposits sometimes becoming manifest clinically as tophi or in 
roentgenograms. The natural history of gout is generally divided into 
two phases, which may overlap: “acute gout,” the initial and often 
only phase characterized by recurring attacks of acute gouty arthritis 
with virtually complete freedom of symptoms between attacks; and 
“chronic gouty arthritis,” the later phase when the intervals between 
acute attacks no longer are symptom-free but are characterized by pro- 
gressive disability due to stiffness and deformities of joints, by the ap- 
pearance of tophi and by typical roentgenographic changes. 

The clinical manifestations of gout have been extensively studied 
and we have fine descriptions of the disease, in this country notably by 
Talbott,’ Bauer and Klemperer,? Hench,* and others. In recent years 

the hereditary aspects of gout have been subjected to analysis, for ex- 

ample in the studies of Talbort,* Smyth et al.,° and Stecher et al.° Meth- 

ods for the more specific determination of uric acid in serum and urine 

have been developed, particularly through the introduction of the use 

, of uricase in serum by Blauch and Koch’ and in urine by Buchanan, 

Block and Christman.* The management of gout, too, has made great 

strides, largely through the rediscovery of colchicine and other happy 
empirical accidents. 

But despite all these advances, we still have little insight into the 


* Read before the 23d Graduate Fortnight of The New York Academy of Medicine, October 17, 1950. 
From the Columbia Research Service, Goldwater Memorial Hospital, and the Department of 
Medicine, Columbia University College of Physicians and Surgeons, New York City. 

The work from the Columbia Research Service included in this report was supported in part by a 
grant from the Hartford Foundation for the study of gout. 

“Now at Mount Sinai Hospital, New York. 
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Fig. 1. DERIVATION OF URIC ACID FROM INGESTED 
PREFORMED NUCLEOPROTEINS. 
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pepsin (stomach) 
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trypsin (small intestine) 
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depolymerases (small intestine) 
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ribo- and desoxyribonucleasse (small intestine) 
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alkaline phosphatases (small intestine) 
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“purine nucleosidases” — xanthine oxidase 
nucleoside phosphorylases, 
deaminases 


XANTHINE 


xanthine oxidase 


URIC ACID 


uricase 


ALLANTOIN 


fundamental nature of the underlying metabolic error in gout and most 

of the basic problems posed by the disorder have resisted all the efforts 

of classical biochemical investigation. Only in very recent years, with 

the introduction of new techniques particularly in the employment of 

isotopes, has some progress in this direction been made and the way to 
1 further elucidation opened. 

It is the purpose of this presentation to summarize some of these 
advances, particularly in relation to uric acid metabolism, and to point 
out wherein they have implications for the clinical problems of gout 
or, when these are not yet evident, what may be their future signifi- 
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cance. To indicate how the management of gout already has been in- 
fluenced by these developments I shall also outline current lines of 
thinking and experiment in prophylaxis and therapy. 

The scheme in Fig. 1 reflects the classical concept of the derivation 
of uric acid from ingested preformed nucleoproteins. In the stomach 
these are degraded by pepsin to nucleins, protein-nucleic acid com- 
plexes of variable composition. Hydrolysis by trypsin in the small in- 
testine first yields nucleic acid macromolecules which are then de- 
polymerized to oligonucleotides, first to pentose- and desoxypentose 
nucleic acids and by specific ribo- and desoxyribonucleases in the small 
intestine to mononucleotides. Dephosphorylation by the alkaline phos- 
phatases of the intestine then occurs and the bulk of the resulting pu- 
rine nucleosides are acted upon by a variety of “purine nucleosidases” 
and deaminases to form hypoxanthine. By the action of xanthine oxi- 
dase, hypoxanthine is oxidized in the #2 carbon position to xanthine 
and then in the #8 carbon position to uric acid. In most mammals uric 
acid is further degraded by uricase to allantoin but human tissues ap- 
pear to be devoid of uricase and the final purine product of the me- 
tabolism of nucleic acid in man is uric acid. 

This series of reactions leading to the formation of uric acid, re- 
cently admirably reviewed by Schlenk,® is, of course, of great impor- 
tance from the point of view of gout. Of special interest, perhaps, are 
the complex enzymatic processes involved in the transformation of the 
purine nucleoside precursors of uric acid to hypoxanthine and I should 
like to speculate for a moment about their possible significance in rela- 
tion to acute gout. Ever since Wollaston and Garrod called attention 
to the excessive uric acid in gout the association of these two phe- 
nomena has largely dominated clinical thinking about gout. There can 
be no question that the manifestations of chronic tophaceous gout are 
due to deposition of urate in the tissues. The tacit assumption that acute 
gouty arthritis also is due to uric acid per se is, however, open to seri- 
ous doubt, I believe. From all indications, uric acid is a physiologically 
inert substance quite incapable of producing the dramatic changes of 
acute gout. Uric acid fed by mouth, injected by vein or injected into 
joints or tissues will not cause an acute attack of gout either in the 
normal or gouty subject. Many individuals with marked and sustained 
hyperuricemia due to various causes (chronic renal insufficiency, for 
example) go along indefinitely without acute gout. In the gouty pa- 
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tient it is a common clinical observation that acute gout usually in- 
volves joints that do not give evidence of large urate deposits in roent- 
genograms, and as more and more urate is deposited in and around that 
joint the acute attacks are apt to migrate to other joints as yet rela- 
tively free of urate deposits. There is no consistently significant change 
in the serum level or urinary excretion of uric acid just prior to, dur- 
ing or following an untreated acute attack of gout, nor are any signifi- 
cant changes in these levels associated with remission induced by col- 
chicine. Uricosuric agents (except ACTH and cortisone) do not 
convincingly prevent or abate acute attacks of gout in spite of the 
marked increase in urinary excretion and decline in serum uric acid 
they produce; in fact, we have on several occasions encountered ap- 
parent precipitation of acute gout in association with vigorous uri- 
cosuria. In the case of ACTH or cortisone no correlation can be made 
out between the uricosuric effect and the degree of clinical response— 
marked uricosuria may be produced with little or no amelioration of 
symptoms. In short, it seems more reasonable to suppose that acute 
gouty arthritis is evoked by some precursor of uric acid, as yet un- 
identified, than by uric acid itself. 

In the enzymatic conversion of purine nucleosides to hypoxanthine 
an interesting and important development is the demonstration by 
Kalckar **** of phosphorolysis of ribose and desoxyribose nucleosides 
by the action of specific nucleoside phosphorylases, with the formation 
of ribose-1-phosphate and desoxyribose-1-phosphate respectively. The 
reactions are analogous to the phosphorylation of glycogen and glucose 
which play so important a role in our current concepts of carbohydrate 
metabolism and diabetes; perhaps phosphorylation of nucleosides may 
prove to have some relation to gout. 

These are mere speculations. Certain it is, however, that another 
recent advance in our knowledge of uric acid metabolism, a major tri- 
umph of the application of isotope techniques to biological problems, 
has direct bearing upon the basic mechanisms of gout: the demonstra- 
tion that uric acid is synthesized in the body at a lively rate from the 
simplest carbon and nitrogen compounds. For this contribution we are 
indebted particularly to Barnes and Schoenheimer,’* Buchanan, Sonne 
and associates,’*'* Shemin and Rittenberg,* Karlsson and Barker," and 
Elwyn and Sprinson.” It is now established that dietary ammonia is 
readily incorporated into the uric acid molecule, directly or via the 
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Fig. 2. Biosynthesis of uric acid. 


general nitrogen pool. Glycine contributes to the formation of uric 
acid, being incorporated chiefly into the 4, 5 and 7 positions of the uric 
acid molecule (Fig. 2). The ureide carbon atoms #2 and #8 are de- 
rived from the carbon of formate, which may, in turn, be derived from 
the a carbon of glycine and 8 carbon of serine. Since serine is (reversi- 
bly) converted to glycine and formate, serine also is a direct precursor 
of uric acid. Carbon atom #6 of the uric acid molecule is derived by 
carbon dioxide fixation. 

Fig. 2 summarizes this recent expansion of the classical concept of 
the origin of uric acid as expressed in Fig. 1. It will be noted in Fig. 2 
that prior incorporation of uric acid precursors into nucleic acids is 
not an obligatory step in biosynthesis but that direct conversion to uric 
acid may occur. A possible intermediate is 5 (4)-amino-4(5)-imidazole- 
carboxamide (Fig. 3), first isolated from sulfonamide-treated E. coli 
cultures by Stetten and Fox" and subsequently identified by Shive and 
associates.'® The probability that this substance actually may be an inter- 
mediate in uric acid biosynthesis was enhanced considerably by the 
recent demonstration by Schulman, Buchanan and Miller®® of its con- 
version to hypoxanthine when incubated with pigeon liver homogenate. 
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OF URIC ACID FROM 5(4)- AMINO- 4(5)-IMIDAZOLE-CARBOXAMIDE 


(SCHULMAN, BUCHANAN AND MILLER.) 


Fig. 3. Scheme for uric acid formation from 
5 (4) -amino-4(5)-imidazole-carboxamide. 


It is apparent from all these developments that dietary proteins, fats 
and carbohydrates all are potential precursors of uric acid and must 
therefore be taken into account in any consideration of the dietary 
regulation of gout. The amount of uric acid formed in the body 
depends not only upon the intake of preformed purines but, as pointed 
out by Shemin,** “upon the rate of formation of the purines from their 
precursors, the availability of the precursors, the amount of direct oxida- 
tion of the formed purines, the turnover rates of the pentose nucleic 
acids of different cells and the rate of regeneration of the cells.” 

This brings us to another important discovery, the development by 
Stetten and associates” ** and by Brown and associates” of isotope techni- 
ques for estimating in the normal or gouty subject the size of the miscible 
pool of uric acid (i.¢., the amount of uric acid present in the body in 
a form capable of prompt mixing with intravenously injected N**- 
labeled uric acid) and the rate of its turnover. When, following injec- 
tion of labeled uric acid, the concentrations of N™ in the urinary uric 
acid are plotted against time on semilogarithmic coordinates, a straight 
line is obtained (Figs. 4 and 5) whose slope of decay is equivalent to 
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Fig. 4. Decay curve, N“-labeled uric acid following injection into nor- 
mal subject (from Benedict, Forsham and Stetten™). 
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Fig. 5. Deeay curve, N*-labeled uric acid following injection into gouty 
subject (from Benedict, Forsham and Stetten”). 
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the proportion of the miscible pool daily replaced by newly formed 
uric acid. From the extrapolated intercept (the logarithm of the excess 
N® concentration of the miscible pool at the time of initial mixing), 
and the quantity and isotope concentration of the injected uric acid, 
the magnitude of the miscible pool can be calculated. The turnover 
rate of the pool is computed from the quantity of the miscible pool 
and the slope of the line of decay. 

The method involves certain assumptions the validity of which, 
particularly in gouty patients with large tophaceous deposits and im- 
paired renal excretion of urate, has not yet been established. Moreover, 
the morphological limits of the miscible pool, particularly in respect 
to urate in the solid phase, have not been clearly defined although it is 
established that large, solid tophi take up very little of the injected 
isotopic uric acid. Nevertheless, this technique has already given new 
insight into various aspects of the problem of gout and affords first 
approximations of quantities and rates of formation of uric acid that 
have hitherto defied analysis. It has been shown that in normal man a 
pool of about 1.2 Gm. of miscible uric acid is present in the body and 
that 50-75 per cent of this quantity is daily replaced by newly formed 
uric acid. In gouty subjects the miscible pool of uric acid is increased, 
as much as fifteen-fold in one advanced case of tophaceous gout, and 
can be depleted by protracted administration of uricosuric agents. It 
has been possible to establish the presence of markedly increased depo- 
sition of urate not clinically or roentgenographically demonstrable; it 
is apparent that many patients with gout are slowly accumulating 
potentially crippling urate deposits not yet manifest as chronic gouty 
arthritis or tophaceous gout, a point which has a direct bearing on the 
philosophy of management of gout. Additional evidence has been pro- 
vided by this method that uric acid is not degraded to any significant 
extent in man, although it must be admitted that the estimated rate of 
production of uric acid in normal man greatly exceeds the daily output 
in the urine and the difference is not accounted for except perhaps by 
excretion of unexpectedly large amounts into the gut and breakdown 
there by the bacterial flora. Whether or not the rate of production of 
uric acid is excessive in gout, a crucial point, has not yet been estab- 
lished. Studies in this direction are now in progress. 

The role played by the kidneys in gout has been a controversial 
question for many years and one that is still not resolved. A major 
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Fig. 6. Relationship between urate load and urate reabsorbed 
(from Berliner et al.*). 
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7 
difficulty is that the normal renal mechanisms for regulation of urate 
excretion remain obscure. Recently, however, a large stride toward 


elucidation of these mechanisms was made by Berliner and colleagues” 
who applied modern methods for the study of discrete renal functions 
| to this problem. Their data are consistent with the view that virtually 
all the urate in plasma is in filterable form, at least in normal man; and 
that the amount of urate filtered therefore approximates the product 
of glomerular filtration rate (as measured by inulin clearance) and the 
plasma urate concentration: 5 or 6 mg. of urate filtered per minute. 
About 10 per cent of this amount normally appears in the urine. Inves- 
tigating the nature of tubular mechanisms for reabsorption of urate by 
continuous intravenous infusion of uric acid, it was found that, at first, 
as the amount of urate filtered increased the amount reabsorbed also 
increased; but when the filtered load reached approximately 15 mg. 
of urate per minute no greater urate reabsorption occurred (Fig. 6). 
Thus a maximum tubular transport capacity, Tm, was established for 
uric acid in normal man, indicating “active” (enzymatic) tubular trans- 
port. The capacity of this mechanism is so large, however, that it is 
not exceeded in the normal individual and probably not in the gouty 
subject. The factors which actually determine the amount of urate 
excreted under normal circumstances and in gout are still unknown. 

The amount of uric acid excreted in gout, in relation to the normal 
excretion, is an important point for our understanding of the disorder 


152 
100 
or Subect Eaperwment 
@ Fr wi 
T/ Tm oO Fr #2 
fe 
0s O Fe 
~ 
} 


Uric Acid Metabolism and Gout 


URINARY URIC ACID MG / 24 HRS. 


CONTROL |GOUT s OVERT GOUT ¢€ OVERT 


GROUP | RENAL DAMAGE RENAL DAMAGE 
@ = EXTENSIVE OR MODERATE TOPHI 
xX S LITTLE OR NO TOPHI 


Fig. 7. Comparison of urinary uric acid excretion in non-gouty subjects, 
gouty subjects without overt renal damage, and gouty subjects with 
overt renal damage. In each category the solid line represents the mean, 
the broken lines indicate standard deviation. Solid dots represent cases 
with extensive tophaceous gout, crosses represent cases with few or no 
tophaceous deposits (from Yii"). 


but surprisingly few data are available and the issues involved have been 
obscured by more or less tangential interests. The literature on gout 
implies that the urinary uric acid excretion of the gouty subject is 
usually within normal limits and is often depressed. This is probably 
true but the significant fact remains that some patients with gout excrete 
excessive amounts of urate.*’-** Bréchner-Mortensen® found a mean 
urinary uric acid excretion of 414 mg. per day (range 297 to 680 mg. 
/day) in eleven gouty subjects as compared with a mean of 374 mg. 
per day (range 269 to 532 mg./day) in twenty normal persons. Fried- 
man and Byers® obtained a mean figure of 567 mg. uric acid per day 
(range 472 to 613 mg./day) in five relatively young patients with gout 
and a mean of 390 mg. per day (range 360 to 438 mg./day) in six nor- 
mal subjects. Yii*' found a mean urinary uric acid excretion of 523 + 
169 mg. per day in thirty-one gouty patients as compared with 424 + 
73 mg. per day in ten non-gouty control subjects. All subjects were 
maintained on a low purine, low protein diet. In thirteen of Yii’s gouty 
patients with apparently unimpaired renal function as indicated by 
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serum NPN, PSP excretion test and routine urine analysis, the mean 
daily urinary excretion of urate was 614 + 162 mg.; in eighteen gouty 
subjects with more or less overt renal damage the mean daily urinary 
excretion of urate was reduced to 457 + 143 mg., not significantly 
different from that of the control group (Fig. 7). The nature of the 
frequent renal damage in gout was recently reviewed by Brown and 
Mallory™ in connection with the occurrence of nephrosclerosis, urate 
deposits in the medulla and pyelonephritis. 

Unfortunately, satisfactory data on fecal excretion of uric acid are 
not available. Geren, Bendich, Bodansky and Brown** recently demon- 
strated by use of isotope-labeled uric acid that when fed by mouth 
uric acid is extensively oxidized to urea and ammonia in the alimentary 
tract, presumably by uricase and allantoinase of the bacterial flora. 

With all these recent advances in mind we are now ready to examine 
the present status of a fundamental problem of gout: Is the hyper- 
uricemia characteristic of the disorder due to increased production, 
decreased destruction or impaired renal excretion of uric acid? As 
indicated, no definitive answer can yet be given. It can be said, however, 
that excessive uvinary uric acid excretion in some patients with gout 
indicates endogenous overproduction of uric acid in at least these 
instances and this should be regarded for the present as a primary factor; 
that impaired renal excretion of uric acid is an important but probably 
usually secondary factor which in many cases contributes significantly 
to hyperuricemia, particularly in the later phases of gout; and that 
significant degradation of uric acid in man has not been demonstrated 
except by the bacterial flora of the intestinal tract. Chronic gout, 
whether or not accompanied by manifest tophi or persistent arthritis, 
is associated with more or less deposition of urate, the result of a rate 
of formation of uric acid in excess of the rate of elimination. These 
views are necessarily only tentative but it may confidently be expected 
that with the techniques now available more secure answers will soon 
be found. 

The greater insight obtained through all these advances in our 
knowledge of the metabolism of uric acid and its precursors has already 
distinctly influenced thinking and experiment in the management of 
gout.** For example, in respect to regulation of diet, always a very 
controversial subject, it is now clear that since not only preformed 
purines but also all proteins, carbohydrates and fats must be regarded 
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as potential precursors of uric acid, absolute control of urate formation 
by dietary restriction of the gouty subject is impossible. Nevertheless 

it seems prudent to attempt to minimize the rate of uric acid production, 

at least in patients with chronic gouty arthritis and in those subject to 

frequent recurrences of acute gout. The most feasible approach would 

seem to be restriction of nitrogen, in the form of proteins as well as 

purines, and for several years 1 have been using diets limited to dairy 

products, cereals, eggs, non-leguminous vegetables and fruits in such 

cases. The results are inconclusive. Attacks of acute gout may occur in 

spite of rigid dietary restriction alone although I have the distinct 

impression that they may diminish in frequency and intensity. In 

chronic gouty arthritis there appears to be less stiffness and disability 

and most of my patients have voluntarily continued to adhere more or 
less closely to their onerous diet on that account. This kind of evidence 
is unsatisfactory, however, and it is to be hoped that the new isotope 
techniques will make possible more precise measurement of the effects 
of diet, at least on the size of the miscible pool of uric acid. 

In the treatment of acute gouty arthritis the mainstay of therapy 
is still colchicine, which is given in divided doses usually to the point of 
diarrhea, nausea or vomiting. There is a growing conviction that col- 
chicine also has a preeminent place in the prophylaxis of acute gout 
when there is frequent recurrence of attacks. In our experience in 
twenty-four such cases the regular ingestion of colchicine, in con- 
junction with dietary restriction of proteins and purines, has proved 
to be by far the most effective method of minimizing the frequency and 
intensity of acute gouty attacks; in some instances this has made the 
difference between virtual incapacitation and relatively normal activity. 
The patients regularly take colchicine, usually every night or every 
other night in doses of 0.5 or 1.0 mg., occasionally more in very severe 
cases, according to their individual requirement. They are taught also 
to take larger abortive doses of colchicine upon the first intimation 
of an attack when there is warning pain, stiffness or other indisposition. 
Adjuvant analgesics, particularly salicylates, are employed especially 
when residual stiffness of joints is present. 

We now have two other effective agents in the treatment of acute 
gout, ACTH in divided daily doses of 50-100 mg. and cortisone in 
doses three or four times that amount. ACTH may be rapidly effective 
in the occasional patient who responds slowly and incompletely to 
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ALARM REACTION 
(Acute Gouty Arthritis) 


Fig. 8. Theory of role of so-called pituitary-adrenal 


axis in precipitation of acute gout 


colchicine; on the other hand, this agent may be ineffective in patients 

who do well with colchicine, as in four of eleven cases in our experi- 

ence.** Although exacerbation of acute gout may occur a day or two 

after remission induced by ACTH or cortisone,” this has seemed in our 

patients to be attributable to inadequate or insufficiently prolonged 

: administration of these agents; and we have been able to induce an 

: acute attack in interval gout by abrupt cessation of full doses of ACTH 

only once in eight attempts.** Wolfson and others are now treating 

acute gout with both colchicine and ACTH or cortisone, continuing 

. administration of colchicine indefinitely or for some time after the 
acute symptoms have subsided in order to prevent recurrences. 

There has been some disposition to interpret these effects of ACTH 
and cortisone quite literally as indicating that gout is essentially a 
disease of the so-called pituitary-adrenal axis. Hellman* has suggested 
the interesting idea that the various precipitating causes of gout such 
as trauma, infection, operation, dietary excesses, emotional upsets, etc., 
are in effect non-specific stresses which elicit an alarm reaction taking 
the form, in the individual predisposed to gout, of acute gouty arth- 
ritis. The sequence of events, according to this theory, may be pictured 
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STIMULATION OF DECREASED ENDOGENOUS CESSATION 
ADRENAL CORTEX ——Je ANTERIOR PITUITARY OF ACTH 


x ACTIVITY DUE TO ACTH THERAPY 
SUBSTITUTION THERAPY | 


DECREASED ADRENAL 
CORTICAL ACTIVITY 


' 


PRECIPITATION OF ACUTE 
GOUTY ARTHRITIS 


RELIEF OF ACUTE 
GOUTY ARTHRITIS 


Fig. 9. Postulation of action of ACTH in both 
alleviating and precipitating acute gout. 


as in Fig 8.* This scheme would not readily account for the striking 
therapeutic effect of ACTH and cortisone in acute gout without having 
to make further speculations so a more general scheme (Fig. 9)* has 
been proposed by others to account for the dual termination and ; 
precipitation of acute gouty arthritis ascribed to ACTH. An abnormal 5 
adrenocortical androgen and imbalance in secretion of various 11-oxy- 
steroids have also been postulated in gout by Wolfson* to account 
for the absence of androgen deficiency in gouty subjects showing ; 
diminished urinary excretion of 17-ketosteroids. As indicated else- ' 
where™ the evidence presented for these views does not thus far seem 
compelling. The diversity of diseases favorably affected by ACTH 
and cortisone is so extraordinary that it is stretching all credulity to 
believe that these agents act in each instance upon a different primary 
causal mechanism, including that of gout—it seems more rational to 
assume an effect through some peripheral tissue response common to 
a wide variety of diseases. Moreover, gout does not occur spontaneously 
in the various disorders of the anterior pituitary or adrenal glands 
1 associated either with hypo- or hyperfunction. Finally, certainly in the 
instance of colchicine there is no warrant for the assumption of a 
therapeutic effect through the pituitary-adrenal axis. 

Returning to management, the slow and insidious development of 


* Reproduced from The American Journal of Medicine, Vol. 9, No. 1, 1950, p. 29, by permission. 
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tophaceous deformity and crippling arthritis of chronic gout has re- 
ceived far less critical attention than the prevention and treatment of 
the more spectacular manifestations of acute gout. The problem in 
chronic gouty arthritis is to minimize the deposition of urate and, if 
possible, to mobilize such deposits once formed. Two methods of attack 
are available, first to restrict the diet so as to reduce the intake of uric 
acid precursors, an approach which has the severe limitations already 
indicated; and second to increase the excretion of urate by the use of 
suitable uricosuric agents. It should be noted in this connection that 
control of acute gouty attacks by the regular administration of colchi- 
cine does not appear to prevent the steady deposition of urate in the 
tissues, since colchicine has no significant effect on urinary uric acid 
excretion, in our experience. We have six patients who were maintained 
tolerably free of acute gouty attacks over a period of five to thirteen 
years by the regular use of colchicine but nevertheless developed marked 
chronic tophaceous gout during this period. 

As has long been known, salicylates effectively increase urinary 
uric acid excretion, particularly when combined with alkalinizing agents 
such as sodium bicarbonate. Dr. Yii and I found, however, that when 
salicylates are administered the determination of uric acid in the urine, 
even with the use of uricase, is subject to appreciable positive error 
due to the appearance in the urine of an oxidation product, gentisic 
acid, which gives as much color with uric acid reagents as does uric 
acid itself.27 Even with corrections for this error, we found that the 
urinary excretion of “true” urate is markedly increased when sufficiently 
large doses of salicylates are used. Thus, the mean increase in urinary 
“true” uric acid excretion (corrected for gentisic acid and other non- 
urate chromogens) in seven gouty patients given 1.3 Gm. acetylsalicylic 
acid 4.i.d. together with 5.0 Gm. sodium bicarbonate daily was 79 per 
cent. This was associated with a sharp drop in serum uric acid. Smaller 
doses of aspirin, such as 3.0 Gm. daily, were found to have no significant 
uricosuric effect in most patients. These results substantiate in all essen- 
tials the findings of Jennings,** Bauer aad Klemperer® *° and Robinson 
and Block.** Unfortunately, however, only one of our patients could 
tolerate the required large dosage of aspirin for more than a few con- 
secutive days since in the older age group represented tinnitus, con- 
fusion, gastrointestinal symptoms and other indications of salicylism 
soon supervene. 
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Fig. 10. Structural formulas of the uricosuric agents 
Carinamide and Benemid. 


On the basis of a report by Wolfson and associates** that carinamide 
increases urinary uric acid excretion in normal subjects, our attention 
was then directed to carinamide and Benemid* (Fig. 10), two drugs ; 


developed for use with penicillin or para-aminosalicyclic acid to main- ; 
tain higher antibiotic blood levels.** On a daily dosage of 12-13.5 Gm. ; 
carinamide, the mean increase in urinary urate excretion in thirteen : 
gouty patients was 61 per cent, associated with a marked and sustained ' 
decline in the serum uric acid level. Administration of carinamide } 


could be maintained for weeks or months but the large number of 
tablets consumed daily was objectionable and although the drug is 
of low toxicity,“* a variety of reactions—gastrointestinal symptoms, 
drug fever, drug rash—developed in some cases. Benemid in divided 
daily doses of 2.0 Gm. produced a mean daily increase in urinary uric 
acid excretion of 58.5 per cent in 14 gouty patients. This was asso- 
ciated with a sustained fall in serum uric acid to approximately half 
the initial level (Fig. 11). Reactions to protracted administration were 
of the same character as with carinamide but were less marked and 


* We are indebted to Sharp and Dohme for a generous supply of this drug. 
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Fig. 11. Uricosurie action of Benemid in a patient with chronic gout. 
Administration of Benemid, 2.0 gm. daily, was begun on the fifth day 
and continued through the twenty-seventh day of observation. Note sharp 
increase in urinary urie acid excretion and fall in serum uric acid level. 
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Fig. 12. Comparison of mean effects on urinary uric acid excretion and 
serum uric acid level of aspirin 5 gm. daily combined with 5.0 gm, sodium 
bicarbonate; aspirin alone 5 gm. daily; aspirin 3.0 gm, daily; aspirin 2.0 
gm. daily (retention of urie acid); Carinamide 12.0 gm. and 8.0 gm. 
daily; Benemid 2.0 gm. daily; ACTH 100 gm. daily; Neocinchophen 3.0 
gm. daily. 
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frequent except for an apparent propensity to provoke acute gout in 
four patients who required covering doses of colchicine. Smaller doses 
of 1.0 Gm. daily are also effective and produce very few reactions. 
Thus far in our experience Benemid appears to be the most satisfac- 
tory uricosuric agent for protracted administration in chronic gout, 
largely in prevention of disability due to arthritis and tophi since we 
have as yet seen little evidence of the disappearance of established 
tophi. From present indications its usefulness as a uricosuric agent de- 
pends upon effective and fairly selective suppression of tubular reabsorp- 
tion of urate. Benemid has no analgesic effect and is without value in 
the treatment of acute gout. 

Fig. 12 gives a comparison of the effects on urinary uric acid excre- 
tion of the various uricosuric agents tested by us thus far. 

An interesting phenomenon associated with the use of these urico- 
suric agents is that, except in advanced tophaceous gout, the increased 
urinary uric acid excretion effected gradually comes to a halt after 
weeks or months and control pre-treatment levels are resumed in spite 
of continued exhibition of the drug. This phenomenon was noted by 
Bauer and Klemperer* in connection with the protracted use of salicy- 
lates and was explained as due to acquired tolerance to the drug. An 
alternative concept now seems more likely. It will be recalled that 
Stetten* found that the miscible pool of uric acid, normally about 
1.2 Gm., is increased in gout. It would be expected therefore that 
depletion of the miscible pool of uric acid by uricosuric agents would 
occur relatively soon in normal subjects but would require considerably | 
more time in gout, particularly in tophaceous gout. This is precisely 
what Dr. Yii and I have observed. In non-gouty subjects on a constant 
low protein, low purine diet a distinct uricosuric effect is maintained 
for only a few days and the total excess uric acid mobilized is of the 
order of 1.0 Gm., in good agreement with Stetten’s figures. In non- 
tophaceous gout marked uricosuria is maintained for several weeks and 
the total excess mobilizable uric acid over this period usually is of the 
order of 4-10 Gm.; some patients with early gout, however, excrete no 
more than the normal excess of uric acid. In advanced tophaceous gout 
markedly increased urinary uric acid excretion above control pre- 
treatment levels persists for many months; in one instance we have 
mobilized 75 Gm. of uric acid over a five month period, the uric acid 
excretion in excess of that expected on the basis of pre-treatment levels. 
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SUMMARY AND CONCLUSIONS 


The fundamental nature of the underlying metabolic error in gout 
is not known but recent advances, particularly through the use of iso- 
topes, have given more insight into the disease mechanisms. 

The enzyme reactions involved in the degradation of ingested pre- 
formed nucleoproteins to uric acid have been clarified, especially by 
introduction of the concept of phosphorolysis of ribose- and desoxyri- 
bose nucieosides. It has been shown that uric acid is synthesized in the 
body at a lively rate from the simplest nitrogen and carbon compounds 
namely ammonia, glycine, serine, formate and carbon dioxide, and is 
derived not only from preformed purines but from all proteins, fats and 
carbohydrates. A probable intermediate has been identified. Synthesis of 
uric acid does not require incorporation of uric acid precursors into 
nucleic acids. 

A method based on the rate of dilution of injected N**-labeled uric 
acid has been devised to measure the miscible pool of uric acid and the 
turnover rate of this pool in normal and gouty subjects; the miscible 
pool of uric acid is increased in gout, enormously in some cases of 
chronic tophaceous gout. 

A maximum tubular transport capacity for uric acid has been estab- 
lished, about 15 mg. per minute. It has been shown that the urinary 
excretion of uric acid in some patients with gout is in excess of the 
normal, indicating overproduction of uric acid in these instances; im- 
paired renal excretion of uric acid is an important but probably secon- 
dary factor in many cases of gout. 

These advances have already influenced thinking and experiment 
in the management of gout. The usefulness of dietary restriction is still 
unestablished but it seems prudent in patients with chronic gout and 
frequent recurrences of acute gout to limit the purine, protein and 
alcohol intake. In the treatment of acute gout colchicine, ACTH and 
cortisone are effective; prevention by regular administration of prophy- 
lactic doses of colchicine is important in patients subject to frequent 
attacks of acute gout. In chronic gout several effective uricosuric agents 
to prevent crippling arthritis and tophaceous deformities have been 
developed; of these the most useful at present appears to be Benemid. 
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TUMORS OF BONES AND JOINTS* 


Henry Lewis JAFFE 


Director of Laboratories, Hospital for Joint Diseases, New York City 


and 


GoLpEN SELIN 


Associate Pathologist, Hospital for Joint Diseases, New York City 


Sue tumors of the bones and of the joints make up a large 

and intriguing group of lesions. In their clinical investi- 

T gation, the disciplines of pathology, roentgenology, and 

surgery converge and reinforce each other — perhaps 

2 more strikingly than in most other fields of medical 

practice. These tumors have been the subject of innumerable published 

reports, but the possibilities of additional knowledge about them, even 

in regard to the practical problems relating to them, still remain con- 
siderable. 

In view of the variety of tumors which one encounters in connec- 
tion with the bones, it seems advisable first to have in mind a very 
general orienting classification of them, such as is presented in the fol- 
lowing table. This allows for the easy pigeonholing of all the possible 
bone tumors into a few very general categories. 


GENERAL CLASSIFICATION OF TUMors oF BONES 


TUMORS DEVELOPING AS PRIMARY LESIONS IN BONES 
TUMORS INVADING BONES FROM OVERLYING SOFT PARTS 


TUMORS METASTATIC TO BONES 
TUMORS DEVELOPING AT SITES OF PREEXISTING BONE DISEASE 
TUMORS DEVELOPING AT SITES OF DAMAGE TO BONE FROM NOXIOUS AGENTS 


It would obviously be impossible here to discuss fully even the 
first of these categories—that is, the tumors developing as primary 
lesions in bones. Our comments will be along the lines of general orien- 
tation, with emphasis on a few special points in each connection. 


* Presented by Henry L. Jaffe October 20, 1950, in the 23rd Graduate Fortnight of The New York 
Academy of Medicine. 
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TUMORS DEVELOPING AS PRIMARY LESIONS IN BONES 


The tumors primary in bones comprise, of course, benign and ma- 
lignant tumors. Some of the malignant tumors (notably malignant giant- 
cell tumor and chondrosarcoma) usually develop out of benign ones. 
As to the benign ones, these include not only indubitable tumors (such 
as giant-cell tumor) but also some (such as osteocartilaginous exostosis), 
which arise through maldevelopment, and still others (such as osteoid- 
osteoma), which for other reasons belong only on the periphery of the 
tumor field. The benign tumorous lesions to be encountered in bones 
are many. Some (such as neurilemoma and neurofibroma) are rare. 
Others (such as benign chondroblastoma and chondromyxoid fibroma) 
have only recently been delimited as entities. The ones which we have 
chosen for consideration here are giant-cell tumor, benign chondro- 
blastoma, aneurysmal bone cyst, and chondromyxoid fibroma. The 
primary malignant tumors of bones are considerably less numerous than 
the primary benign ones. In connection with the malignant ones, we 
shall consider only osteogenic sarcoma—the most common of them. 
Familiar as it is, this lesion still raises some interesting general questions 
relating to its definition and differential diagnosis. 

Giant-Cell Tumor.—This lesion continues to be the “problem child” 
among the benign tumors of bone.’ This is true even though, in accord- 
ance with recent knowledge, the term “giant-cell tumor” is generally 
being used rather strictly. Specifically, it is no longer being made a 
catch-all for various other tumorous lesions formerly included among 
the giant-cell tumors, albeit as variants, merely because they contain 
some multinuclear giant cells. The genuine giant-cell tumor remains a 
lesion difficult to assay in respect to its clinical behavior. In general, it 
can be said, however, that it very frequently recurs after any form of 
local therapy against it, and that instances of metastasis from giant-cell 
tumor are increasingly being recorded. 

Whether a particular giant-cel] tumor will recur cannot necessarily 
be predicted from the histologic pattern of the lesional tissue. Indeed, 
it may recur or even metastasize when the pattern is not in itself such 
as to create uneasiness. Thus, an occasional giant-cell tumor runs a 
malignant course without presenting, even in its metastases, an obvi- 
ously malignant histologic pattern. However, in most cases of malignant 
giant-cell tumor, the stromal tumor tissue does present a sarcomatous 
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appearance. Sometimes this appearance is already manifest in the origi- 
nal local tumor, and sometimes it does not become so until after re- 
peated local recurrence. 

Altogether, the giant-cell tumor is a rather treacherous lesion, in 
regard to which the term “benign,” still often made part of its name, 
conveys a false conception of its potentislities. The treatment of choice 
for giant-cell tumor is radical surgical excision, if the lesion is in any 
site accessible to this form of treatment. It is not necessarily contra- 
indicated as an initial procedure even if it should entail surgical fusion 
of a joint. 

Benign Chondroblastoma.—The lesion which has been delimited 
under the name of “benign chondroblastoma of bone’* was, and still 
occasionally is, referred to as the “calcifying” or “chondromatous” 
variant of giant-cell tumor. Though the idea that the basic cell of the 
tumor is the chondroblast is certainly implied in the name “chondro- 
blastoma,” we are unwilling to commit ourselves unequivocally to this 
idea. At any rate, it is increasingly being recognized that the lesion 
is a distinctive one, to be held completely separate from giant-cell 
tumor of bone. Growing experience with the lesion has abolished the 
idea that it predilects the upper end of the humerus, but has reinforced 
the idea that it strongly predilects males. The treatment of choice is 
curettage. Growing experience seems to indicate also the possibility 
that, in rare instances, this tumor undergoes malignant transformation. 

Aneurysmal Bone Cyst.—As a descriptive term, the name “aneurys- 
mal bone cyst’® is meant to convey the idea of a sort of “blow-out” 
distension of part of the contour of the affected bone area as presented 
roentgenographically, and the fact that when the lesion is entered, the 
affected area is found to be largely a blood-filled cavity. The lesion 
seems to represent a radiologic-pathologic complex sufficiently striking 
to merit independent consideration. In the past, the lesion has usually 
been conceived as representing some variety of giant-cell tumor or 
else a peculiar hemangioma of bone. On the basis of its roentgeno- 
graphic picture, it may also easily be mistaken for a malignant tumor. 
While aneurysmal bone cyst may represent a primary disease entity, 
one should allow for the possibility that it may have developed in con- 
sequence of hemorrhage in the course of which some established be- 
nign lesion has been destroyed. At any rate, the original lesion is prob- 
ably neither a giant-cell tumor nor a hemangioma. Despite its ominous 
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roentgenographic appearance, the lesion is benign. Therapeutically, all 
that is usually necessary is to curette the wall, collapse the cyst, and, 
if it is large, fill the cavity with bone chips. 

Chondromyxoid Fibroma.—There can be no doubt that, in the past, 
the lesion which we call chondromyxoid fibroma of bone* has com- 
monly been included among the chondrosarcomas or even been desig- 
nated as myxosarcoma. The tendency to interpret the lesion as a ma- 
lignant rather than a benign tumor on the basis of its cytology is under- 
standable. In fact, there is almost a paradoxical incongruity between its 
superficially ominous cytologic appearance and its benign clinical 
course. However, experience with the lesion will lead one to recognize 
that its tissue pattern as a whole permits one to state that the lesion 
is benign, even though one may not be able to support this statement 
with histologic details. Indeed, this is the kind of lesion for whose 
identification one has to call upon a sort of sixth sense to amalgamate 
a number of minute, evanescent impressions into a distinctive whole. 

The treatment of choice for chondromyxoid fibroma is curettage 
of the affected bone area, after which no further trouble is to be ex- 
pected, even if the curettement has not been thorough. 

Osteogenic Sarcoma.—The use of the term “osteogenic sarcoma” to 
include also chondrosarcoma of bone has, to a large extent, been aban- 
doned. Indeed, “chondrosarcoma” is now almost universally recognized 
as an entity distinct from osteogenic sarcoma. On the other hand, 
fibrosarcoma primary in bone is as yet not generally separated off from 
osteogenic sarcoma. However, if one defines an osteogenic sarcoma of 
bone as a malignant connective-tissue tumor in which the sarcomatous 
stroma forms osteoid and osseous tissue in the course of the tumor’s 
growth, it follows that the connective-tissue sarcoma of bone which 
does not lay down osseous tissue (that is, the fibrosarcoma) should also 
be placed in a separate category. 

Likewise bound up with this definition of osteogenic sarcoma are 
certain other questions relating to designation and nomenclature. In 
speaking of osteogenic sarcoma, one usually has in mind the cases in 
which the tumor begins in the medullary cavity of the affected bone 
site and eventually extends through the cortex and even into the over- 
lying soft parts. In these typical cases, the sarcomatous stroma may lay 
down large quantities of tumor osteoid and bone (sclerosing osteogenic 
sarcoma) or, relatively little tumor osteoid and bone (osteolytic osteo- 
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genic sarcoma), or, on the other hand, show extensive hemorrhagic and 
telangiectatic areas (telangiectatic osteogenic sarcoma). In all these 
cases, the prognosis is poor, the 5-year survival rate averaging about 
5 per cent and certainly not exceeding 10 per cent, and the general 
prognosis is not really influenced by the extent of ossification of the 
sarcoma or by the other pathologico-anatomic qualities just mentioned. 

However, there is a form of osteogenic sarcoma which has a much 
higher survival rate, and which in other respects, too, stands out from 
those cases just delimited. This is the form which we choose to desig- 
nate as “juxtacortical osteogenic sarcoma.”” It is a rather distinctive 
bone-forming tumor which develops in relation to the periosteum 
and/or immediate parosteal connective tissue. It is a tumor which, at 
least at first, is merely oriented to the regional bone in the sense of 
starting just beyond the confines of the cortex. Ultimately, the tumor 
may come to erode the cortex of the regional bone and even invade 
the marrow cavity, but these facts may not invalidate its more favorable 
prognosis, 

It should be noted that, as a rule, this lesion is not sorted out from 
among the conventional osteogenic sarcomas. It is very likely that in 
the Bone Tumor Registry’s classification (1939) of the bone sarcomas, 
the categories of capsular and parosteal osteogenic sarcoma and the 
category of periosteal osteogenic sarcoma comprise mainly instances of 
what we call juxtacortical osteogenic sarcoma. Possibly, juxtacortical 
osteogenic sarcoma represents the parosteal counterpart of the much 
rarer, malignant form of myositis ossificans. 


TUMORS INVADING BONES FROM OVERLYING SOFT PARTS 


A tumor developing in the soft tissues overlying a bone area not 
infrequently comes to erode the regional bone cortex and may even 
break through into the marrow cavity. That this may happen in cases 
of juxtacortical osteogenic sarcoma has already been pointed out in 
connection with osteogenic sarcoma in general. When a juxtacortical 
osteogenic sarcoma is seen for the first time at such a late stage in its 
evolution, it may indeed be difficult to decide from the x-ray pictures 
at that stage whether one is dealing with this soft-part osteogenic sar- 
coma or with an osteogenic sarcoma of the conventional type which 
has begun in the interior of the affected bone and broken out into the 


soft tissues. 
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Fibrosarcomas developing in the soft parts adjacent to a bone may 

likewise come to erode the bone cortex and even invade the marrow 
cavity. A rapidly growing anaplastic fibrosarcoma which is found in- 
volving both soft parts and bone sometimes likewise raises the question 
of whether the tumor began in the bone and extended into the neigh- 
boring soft parts or vice versa. Even a rather slowly growing, well dif- 
ferentiated fibrosarcoma of soft parts may come to erode the neighbor- 
ing bone. When it does, however, the x-ray picture generally gives the 
cue that one is dealing with a tumor invading the bone from the out- 
side, since where the tumor is irrupting into the bone the latter tends 
to show a margin of sclerosis. 

A muscle tumor, also, may erode into the bone, and we have even 
seen a remarkable instance in which a malignant granular cell myoblas- 
toma growing in the back of the thigh had extensively invaded the 
femur. Finally, it may be pointed out that if, in a soft-part tumor en- 
croaching upon a bone, one sees small, roundish radiopacities scattered 
through the x-ray picture of the part, one can be fairly certain that 
the rumor is a vascular tumor—most probably a hemangioma. 


TUMORS METASTATIC TO BONES 


An appreciable number of cases of cancer first attract clinical atten- 
tion through the appearance of a destructive bone lesion which turns 
out to represent a metastasis. As a rule, study of a biopsy specimen from 
the bone lesion reveals clearly that this is a metastatic cancer, and often 
the site of the primary lesion can be deduced from the cytologic pat- 
tern of the metastasis. On the other hand, this pattern may be ambigu- 
ous because the cancer cells are undifferentiated. In such a case, it may 
even be difficult to decide whether one is actually dealing with a 
metastatic carcinoma or, for instance, with a malignant lymphoma of 
bone. 

Search for the primary cancer in cases in which the presenting 
difficulty is caused by a metastatic bone lesion is by no means always 
promptly rewarded. Indeed, it is striking how often such initial clinical 
search fails, leaving the question of the primary lesion still unsettled. 
In the course of time, the clinical progress of the case may disclose the 
primary site. Occasionally, however, it is still clinically obscure even 
at the time of the patient’s death, and in rare instances it may even 
be overlooked at an autopsy. 
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Why the first site of metastasis from a cancer is so often one or 
another bone is an interesting question. Furthermore, one wonders why, 
in some cases, much of the skeleton may eventually be found heavily 
riddled by cancer, while visceral metastases (and notably hepatic and 
pulmonary metastases) are entirely lacking. To explain this apparent 
shunting of the metastases to the bones, Batson" has worked out the 
concept of the “vertebral vein system.” Specifically, injection experi- 
ments have led him to the conclusion that there is a network of valve- 
less veins around the spinal dura mater and the vertebrae which also 
has cranial and body-wall connections and even connections with the 
veins in the walls of the blood vessels of the extremities. He holds this 
vertebral vein system to be an independent one, existing in addition to 
the already recognized caval, portal, and pulmonary vein systems but 
connecting with these and providing by-passes for them. 

This so-called vertebral vein system is conceived as a venous pool 
or lake in which the flow is very sluggish and subject to arrest and 
even reversal. It provides a series of passage-ways by which cancer 
emboli can be seeded directly into the bones, by-passing the liver and 
lungs. In particular, Batson was able to show by injection experiments 
that the prostatic vein plexus can be made to drain into the vertebral 
vein plexus. The possibility of such a drainage path, leading to by- 
passing of the caval system, would explain the early and sometimes ex- 
clusive lodgement of remote metastases from cancer of the prostate in 
the skeleton. Also, injection of breast venules demonstrated the vertebral 
vein pattern by which cancer emboli from the breast can likewise, as 
they so often do, spread first to the bones of the trunk and skull. 


TUMORS DEVELOPING AT SITES OF PREEXISTING BONE DISEASE 


The development of a squamous-cell carcinoma in a sinus wall of 
a bone affected with chronic osteomyelitis was never common and is 
now hardly ever encountered. The occurrence of an exuberant mass of 
granulation tissue (the so-called granulation tissue sarcoma) in a bone 
heavily affected with chronic osteomyelitis has likewise become rare. 
That a sarcoma may develop in one or another affected bone in a case 
of fibrous dysplasia has recently come to be recognized,"* but the in- 
cidence of this complication seems to be very low. 

In connection with Paget’s disease of bone, however, tumor develop- 
ment in affected bones is not at all unusual, though its actual incidence 


‘ { 
5 
. 
= 


172 THE BULLETIN 


is not clearly established. One can rate the incidence of this complica- 
tion as being between 5 and 10 per cent among those cases in which 
the skeleton is heavily involved. However, one must not lose sight of 
the fact that it is found occasionally even when the Paget's disease is 
of rather limited extent. 

The tumor itself is not necessarily a bone-forming sarcoma — that 
is, a straightforward osteogenic sarcoma. It may be of the nature of a 
fibrosarcoma, the tumor not infrequently being quite anaplastic and 
the stromal cells strikingly polymorphocellular. Occasionally, however, 
especially when it develops in an affected calvarium, the tumor may 
present the cytology of a giant-cell tumor, and furthermore even of one 
without ominous histologic characteristics. The development of a tumor 
in one bone site in a case of Paget’s disease is soon followed by the 
appearance of tumors in other affected bone sites. This multicentric 
occurrence apparently represents the development of independent le- 
sions in the various sites. In general, the appearance of a clear-cut 
sarcoma in a case of Paget’s disease is an ominous prognostic indication. 
The course in those cases in which giant-cell-tumor-like lesions appear 
in the calvarium in single or even multiple foci seems to be much more 
favorable, so far as we know at present. 


TUMORS DEVELOPING AT SITES OF DAMAGE FROM NOXIOUS AGENTS 


In relation to the bones, there have been many clinical and experi- 
mental observations of both the immediate and remote harmful effects 
of the external application of roentgen and radium rays. It has been 
clearly established that if, for therapeutic purposes, one or more long 
bones, for instance, of a young child have been irradiated with too 
large a single dose, or at too frequent intervals, the bone or bones in 
question may become stunted because of damage to the epiphysial car- 
tilage plate areas.” In a child, or in an adult, in whom, of course, the 
plates no longer exist, intensive external radiation is known to induce 
injury to the other bone elements also. That is, it may damage the 
periosteum, bone marrow, spongy bone, and cortex. The complex of 
changes which may appear under these conditions is usually designated 
as “radiation osteitis.”*° Specifically, this involves necrosis and sclerosis 
of the osseous tissue and fibrosis of the bone marrow. The bones so 
affected also become brittle and highly susceptible to fractures (which 
are also slow in uniting) and to infection. 
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That a sarcoma may develop in a bone which has been heavily irra- 
diated has become increasingly evident as experience accumulates.'' * 
There is quite likely to be a lag of five years or so between the time 
of the intensive radiation and the appearance of the malignant tumor. 
The latter has been known to develop in a bone which had been heavily 
irradiated in the treatment of an infection (tuberculosis, for instance), 
a non-malignant tumorous bone lesion (such as a giant-cell tumor or a 
bone cyst), and even in an originally sound bone which had been with- 
in the field of irradiation. Though the incidence of post-irradiation sar- 
coma is apparently not high, its occurrence can not be doubted, and 
should be a deterrent to irradiation of benign bone lesions which could 
be treated by surgery instead. These experiences are in line with the 
earlier observations on the development of bone sarcomas in persons 
who, years before, had either ingested or inhaled salts of radium or 
mesothorium, the salts having lodged in the bones and first induced a 


radiation osteitis.'* 
TUMORS OF JOINTS 


When thinking of tumors of joints, one usually has in mind the 
tumors developing in relation to the synovial membrane. However, the 
tendon sheaths and bursae mucosae have linings which closely resemble 
the synovial membrane of joints. Hence, it is not surprising that entirely 
analogous lesions should develop in the lining membranes of these vari- 
ous structures, 

These lesions include the so-called “synovial sarcoma” or “synovi- 
oma.” This is a relatively rare, highly malignant tumor, of specialized 
cytologic architecture. The histologic diagnosis of synovioma may pre- 
sent some practical difficulty, however, since much of the lesional tissue 
may show the pattern of a spindle-cell sarcoma. Thus, one may have 
to search the tissue to find, in the sarcomatous stroma, the characteristic 
clefts bordered by synovial lining cells which establish the diagnosis 
of synovioma. 

More frequently, one encounters, in relation to the lining of articu- 
lar capsules, bursae mucosae, and tendon sheaths, the lesion which has 
been designated as pigmented villonodular synovitis, bursitis or teno- 
synovitis respectively.” This lesion is at most only a quasi-tumor and 
apparently represents some local proliferative reactive process. When 
the villi and nodules of the lesion become matted together, as they so 
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often do, the cytologic pattern may be such as to invite confusion with 


synovioma or with some other form of malignant tumor. Safe guides 
in the histologic differentiation from the synovioma include the absence 
of a spindle-cell sarcomatous stroma and the presence of numerous 
phagocytes containing hemosiderin pigment and lipid which is mainly 


cholesterol. 


In relation to clinical diagnosis, it is worth noting that, in the roent- 
genograph, a synovioma not infrequently presents spotty radiopacities, 
while the shadow cast by a villonodular lesion of large size presents a 


sort of lobulated configuration."® 
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SesesesesesesHE modern treatment of syphilis is relatively easy and 
simple. In the great majority even of late cases it can be 

7 completed within 15 days. Although I do not advise 

minimum therapy such as a single treatment for early 
© sosesesesest) Syphilis, it is a fact that early darkfield positive syphilis 
has responded well in at least 85 per cent of cases following a single 
treatment with 2,400,000 units of procaine penicillin in oil and alumi- 
num monostearate and at Bellevue Hospital we have found no advan- 
tage in continuing the treatment of most cases of early syphilis with 
repository preparations of penicillin beyond one week. Late neurosyphi- 
lis which was formerly the most difficult type of the infection to treat 
can now apparently be successfully arrested in over go per cent of 
cases by 15 daily injections of 600,000 units of procaine penicillin in 
oil and aluminum monostearate. 

The introduction of the slowly absorbed procaine penicillin in oil 
and aluminum monostearate has made possible a variety of schedules 
for the treatment of all types of syphilis. Injections can be given daily 
or at less frequent intervals. For early acute syphilis three injections of 
1,200,000 units of procaine penicillin in oil and aluminum monostearate 
given at intervals of two or three days should be sufficient therapy for 
go per cent of cases. In my opinion it is wise to give no less than 
1,200,000 units for the first injection in the treatment of early syphilis. 
Following this initial treatment, daily injections of 600,000 units can 
be given for five days or injections of 1,200,000 units can be given at 
less frequent intervals. If desired, injections of 1,200,000 units can be 
spaced at weekly intervals for three or four weeks but in our experi- 
ence at Bellevue Hospital there is no advantage in such prolonged 
therapy and I believe that more frequent injections are advisable. This 


° © Given December 8, 1950 in the Friday Afternoon Lecture Series. 
Aided by grants from the United States Public Health Service. 
From the Departments of Medicine and ae and Syphilology, New York University- 
Bellevue Medical Center and the Departments of Medicine and Dermatology and Syphilology, 
Third Medical Division, Bellevue Hospital. 
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belief is based on the as yet unexplained and possibly not significant 

observation that more cases of prolonged seroresistance with very low 
reagin titers have been observed at Bellevue Hospital when penicillin 
therapy of early syphilis was prolonged for fifteen days or more than 
when treatment was completed in eight days. 

For late syphilis other than neurosyphilis a total dosage of 6,000,000 
units of penicillin, given over a period of not less than ten to fifteen 
days, should be adequate for most cases. Injections of 1,200,000 units 
can be given every other day or injections of 600,000 units can be . 
given daily with the omission of Saturdays and Sundays if the latter is 
desired. For all types of neurosyphilis we have found at Bellevue Hos- 
pital that daily injections of 600,000 units of procaine penicillin in oil 
and aluminum monostearate for fifteen days have afforded satisfactory 
treatment in over go per cent of cases. Probably injections of 1,200,000 
units every other day for eight injections would give equally good 
results. 

For relapses the total dosage of penicillin should be increased over 
the amounts suggested for the original treatment. Genuine relapses of 
patients treated for early syphilis can be treated with double the amount 
of penicillin advised for the original treatment but it is by no means 
easy to distinguish between true relapse of early syphilis and reinfec- 
tion. The latter, as a rule, does not require larger total doses of penicillin 
than those used for the original treatment. For relapsing or very re- 
sistant cases of neurosyphilis at Bellevue Hospital we have had to re- 
treat several patients three or four times with increasing doses of penicil- 
lin. Satisfactory results so far as the spinal fluid findings are concerned 
were obtained in two cases only after a third re-treatment with 4o,- 
000,000 units of procaine penicillin in oil and aluminum monostearate. 
In my experience, it is rarely necessary to resort to metal or fever 
therapy in the treatment of any type of syphilis. With possible very 
rare exceptions, penicillin will accomplish more than bismuth and arseni- 
cals in all cases of relapsing syphilis. I have had very little experience 
with aureomycin or other antibiotics than penicillin in the treatment of 
syphilis but I would be inclined to try aureomycin rather than metal 
therapy in penicillin resistant cases. 

An occasional case of penicillin sensitivity may be encountered 
where it is impossible to use penicillin. At Bellevue Hospital we have 
encountered very few such cases. The fact that a patient develops urti- 
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caria and angioneurotic edema during or after penicillin therapy does 
not mean that that patient has permanent sensitivity to penicillin. Most 
such cases will tolerate penicillin well within several weeks after the 
reaction has subsided. The very rare case that develops prolonged or 
permanent sensitivity to penicillin can be readily diagnosed in most 
cases by the presence of positive intradermal or patch tests. In the pres- 
ence of such positive tests further use of penicillin is definitely con- 
traindicated. From the limited data now available in the literature, 
aureomycin in doses of 4 Gm. a day for ten to fourteen days can be 
tried when penicillin is not tolerated or has failed to check the infection. 

The foregoing suggested treatment of syphilis, with the exception 
of aureomycin therapy, is based on evidence which still leaves much to 
be desired but which is far superior to any published data on the follow 
up of patients given prolonged metal therapy for syphilis. ‘True, numer- 
ous skeptics of the rapid treatment of syphilis can still be found. In my 
experience, however, the skepticism is based on opinion rather than on 
factual data. Penicillin is not a panacea for every case of syphilis. In 
fact no such panacea exists. In medicine it is folly to think in absolute 
terms. An occasional patient still dies of penicillin-treated pneumococcus 
pneumonia in spite of the fact that penicillin is an accepted treatment 
for that infection. 

The evaluation of therapy for syphilis is vastly more difficult than 
that of any acute disease and syphilologists have long been wary of 
speaking about cures of syphilis. Yet I have heard the statement made 
by a prominent authority on syphilis for whose judgment I have great 
respect that early syphilis was cured by good prolonged metal therapy 
in 95 to 98 per cent of cases. He failed to define what he meant by 
good prolonged metal therapy. Possibly he meant the amount and kind 
of metal therapy that would cure 95 to 98 per cent of cases and I defy 
anyone to define such therapy which was well tolerated by 95 per cent 
of patients. 

The same authority, who believed that 95 to 98 per cent of cases 
of early syphilis could be cured by good prolonged metal therapy, sub- 
sequently declared that it takes twenty years to evaluate a new therapy 
of syphilis. Why twenty years rather than thirty or forty years? It is 

well known that gummas have occurred in previously asymptomatic 
cases of syphilis more than thirty years after infection. To my knowl- 
edge the extremely voluminous literature on syphilis does not contain 
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data on a twenty year follow up of large series of treated syphilitic 
cases and I do not believe that we must wait twenty years before de- 
ciding that penicillin is far superior to metal therapy in the treatment 
of syphilis. Such data as have been published in this country on the 
prolonged treatment of early syphilis show that the great majority of 
clinic patients failed to receive regular injections of bismuth or arseni- 
cals, that as high as 42 per cent of patients irregularly treated for early 
syphilis relapsed’ and that nothing like 95 per cent of the patients 
started on prolonged metal therapy of early syphilis were seronegative 
5 years later. In 1940 Padget® from the Johns Hopkins Hospital clinic 
reported on 551 patients originally given some treatment with arsenic 
and bismuth for darkfield positive early syphilis and examined five to 
ten years later. Only 65.7 per cent of this series were seronegative and 
12.3 per cent were found to have neurosyphilis. 

As physicians we are rightly taught to be conservative in making 
judgments. Skepticism of new remedies and theories is fundamental in 
scientific medicine. But unsupported statements regarding the advan- 
tages of older methods of therapy are not evidence of conservatism or 
of a scientific turn of mind. The fact is that the older forms of metal 
therapy for syphilis were highly unsatisfactory in practice for numer- 
ous reasons which it is unnecessary to enumerate here. I will, however, 
take the time to state that since 1937 at Bellevue Hospital we have 
given fever or penicillin therapy to over 1000 cases of active neuro- 
syphilis as proved by spinal fluid examinations and that over 50 per 
cent of these patients had had previous metal therapy, in some cases 
for years, without arrest of the central nervous system infection for a 
period of more than one year after the metal therapy was stopped. 
Unfortunately we do not have regular follow-up data for ten years on 
more than samples of large series of patients treated for neurosyphilis 
with fever but we have abundant evidence that fever therapy was far 
superior to metal therapy in the treatment of all forms of neurosyphilis. 
The follow up of patients treated for active neurosyphilis with penicil- 
lin is necessarily less than ten years but I have no hesitancy in stating 
that, from our experience at Bellevue Hospital, with possible rare ex- 
ceptions, penicillin is every bit as effective in the treatment of neuro- 
syphilis as malaria therapy. Neither fever therapy nor any other known 
treatment will restore normal function to permanently damaged nerve 
tissue but, as I will show later, the activity of neurosyphilis can usually 
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be determined by spinal fluid examinations and in the experience of 
Dattner while he was in Vienna and since he came to this country he 
has never observed relapses of neurosyphilis more than two years after 
therapy had reduced the infection to inactivity. My more limited ex- 
perience accords with that of Dattner, yet our observations have been 
repeatedly challenged by experienced syphilologists who claim to have 
observed relapses many years after treatment. Only the prolonged fol- 
low up of large series of cases for as many years as possible can settle 
such controversial questions and we are making every effort at Bellevue 
Hospital to secure such a follow up on patients treated in the thirties 
with fever therapy and those treated more recently with penicillin. 

No one questions that, while the modern treatment of syphilis is 

becoming relatively simple, the disease itself continues to be ex- 
tremely complex and treacherous. Many problems in syphilis remain 
unsolved and we do not yet have an adequate understanding of the 
disease. It would be a council of despair, however, to refuse to accept 
a new treatment until we had twenty years of experience with it. It is 
obviously highly important to follow as many patients as possible for 
as many years as possible after treatment of syphilis. Data collected in 
this manner will help to solve some of the present controversies. But, 
in my opinion, the failure frequently encountered during the years 
when many patients had irregular metal therapy, spaced at intervals 
sometimes for ten or more years, gave an erroneous concept regarding 
the possibility of curing or permanently arresting syphilitic inflam- 
mation. 

As with other chronic inflammatory diseases, the physician treating 
syphilis must try to determine whether or not the disease is active. No 
competent physician would treat healed tuberculosis with scar tissue in 
the lungs in the same manner as active tuberculosis. Similarly the car- 
diologist uses every means at his disposal to distinguish between active 
and inactive rheumatic carditis. In syphilis we are confronted with the 
same problem. Unfortunately, however, with the exception of early 
acute syphilis and neurosyphilis, the means of distinguishing between 
active and inactive syphilis are more limited than in the case of tubercu- 
losis or rheumatic heart disease. Blood serologic tests for syphilis are a 
poor guide to the activity of the infection in late cases. It has been 
known for many years that serologic tests for syphilis continue to be 

positive for long periods after the infection has apparently been ar- 
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rested by treatment. As long as thirty years ago Moore and Stokes 
warned the medical profession against the continued treatment of late 
syphilis merely because of the persistence of positive serologic tests. 
We now know that seronegativity cannot be obtained in at least 70 
per cent of patients for ten or more years after the onset of treatment 
for late syphilis. Yet this fact is not yet appreciated by a great many 
physicians who continue to give antisyphilitic treatment of some kind 
at intervals for years as long as the blood tests for syphilis are positive. 
I recently saw a patient who had always been asymptomatic so far as 
syphilis is concerned but a positive serologic test for syphilis was dis- 
covered in 1939. He received over 100 injections of arsenic and 100 
of bismuth up to 1944 when he was given a relatively small amount of 
penicillin. In 1945 he was given two courses of 6,000,000 units of peni- 
cillin, in 1946 one course of 10,000,000 and another of 6,000,000 units 
and in 1947, 1948 and 1949 the same courses were repeated. In 1950 
he still had a 3+ Kahn test and was advised to take more penicillin. 

This case is somewhat extreme but it is by no means exceptional 
for patients to be advised to receive some kind of antisyphilitic treat- 
ment each year until the blood tests for syphilis become negative. Such 
management of patients in this day and generation is actually malprac- 
tice. Sensitive patients are thereby kept in a constant state of anxiety 
and sometimes in debt because of the presence of a substance called 
reagin in their blood serum that continues to be found long after the 
syphilis is inactive and occasionally when syphilis was never even 
present. 

Like metal therapy of syphilis, serologic tests for syphilis are far 
from satisfactory but as long as we had no better treatment of syphilis 
arsenic and bismuth had to be used and we are still reliant on serologic 
tests for diagnosis in many cases of syphilis. Until we learn more about 
reagin or until other tests are available, the present serologic tests for 
syphilis must continue to be of paramount importance but we should 
recognize their limitations. 

Apart from neurosyphilis, gummas and active inflammations of the 
bones, it is extremely difficult to differentiate between activity and in- 
activity in late cases of syphilis. This is especially true of latent syphilis 
and cardiovascular syphilis. We cannot afford to neglect so-called latent 
syphilis; treatment is imperative in such cases but we have abundant 
reason to believe that latent syphilis can be permanently arrested more 
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easily than neurosyphilis. Treatment that arrests neurosyphilis should 
be more than adequate for most cases of latent syphilis. Where cardio- 
vascular syphilis is concerned, no antisyphilitic treatment will cause a 
dilated aorta to shrink nor stop aortic regurgitation when it has already 
been established. Antisyphilitic treatment will usually check the inflam- 
matory process but healing occurs with scar tissue which is permanent. 
In treated cases of cardiovascular syphilis it is usually impossible to 
know absolutely whether or not syphilitic inflammation is still present. 
All that we can do in such cases at present is to give treatment which 
is known to have provided good results in neurosyphilis and other types 
of late syphilis such as gummas or infections of the bones. 

Fortunately, as previously mentioned, the spinal fluid examination 
provides reliable information regarding the activity of neurosyphilis in 
the great majority of cases. An increased cell count associated with 
positive specific tests for syphilis of the spinal fluid, with possible rare 
exceptions, represents syphilitic inflammation in the central nervous 
system. Activity is also demonstrated by increased total protein in the 
spinal fluid. A so-called inactive case of neurosyphilis (as demonstrated 
by positive spinal fluid specific tests for syphilis, normal cell counts and 
total protein) may subsequently relapse to activity. Following treat- 
ment of active neurosyphilis, inactivity is demonstrated by declining 
titers of the complement fixation test for syphilis of the spinal fluid, 
normal cell counts and total protein. Pleocytosis should disappear with- 
in three or four months after therapy and increased total protein deter- 
minations should show a gradual but steady decline to normal values 
within a year. Re-treatment is essential if the cell count fails to become 
normal within three to four months after therapy or if other abnormal 
values of the spinal fluid tests fail to show improvement. Relapses are 
indicated by a recurrence of pleocytosis and rising values in other tests. 

On the basis of spinal fluid examinations made at six months’ inter- 
vals we have found at Bellevue Hospital that from six to nine million 
units of penicillin given over a period of fifteen days has arrested all 
types of active’ neurosyphilis for a period of more than three years in 
over go per cent of 166 patients. As previously mentioned, from experi- 
ence with a much longer period of follow up after malaria therapy for 
neurosyphilis, Dattner and I are convinced that neurosyphilis rarely, if 
ever, relapses more than two years after the spinal fluid examination 


indicates inactivity. 
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Although quantitative blood tests for syphilis are a much less re- 
liable guide to the activity of late syphilis than are the spinal fluid 
examinations in neurosyphilis, they are useful. In general, high titers 
will show a gradual fall to lower levels within a year after successful 
therapy of late syphilis but fluctuations in titers frequently occur for 
reasons which I cannot as yet explain. Low titers at the time of treat- 
ment, as a rule, show little change for many years after the treatment 
of late syphilis. Exceptions to these general rules are not infrequent. 
There is no relationship between the amount of reagin found in the 
blood and the severity of the disease. Syphilis can be very active in 
the presence of low titers. The amount of reagin in the blood is no 
guide to the amount of syphilitic inflammation present. Quantitative 
tests are of value in each individual only when made serially over a 
period of years. Sharp sustained rises in previously low titers are usually 

an indication for re-treatment but a single rise in titer does not prove 
relapse. Only sustained rising titers can cause suspicion of relapse when 
there is no other indication of activity. The variations in reagin forma- 
tion in different individuals is great and I am increasingly puzzled re- 
garding the meaning of reagin in blood serum. In reviewing cases that 
have been under observation for years many questions arise and I do 
not have the answer to most of them. 

Why, for example, should some 15 per cent of patients treated for 
secondary syphilis continue to have low reagin titers of the blood for 
many months longer than is found in the other 85 per cent? I have 
known rare patients treated for secondary syphilis to have low reagin 
titers for more than four years and re-treatment with arsenic and bis- 
. muth or penicillin had no effect on the titers. Do such patients continue 
to harbor foci of infection? In my opinion they do not. If one chooses 


to differ with this opinion, one is certainly entitled to do so, but I can 
provide much evidence that continued antisyphilitic treatment will not 

alter the blood tests in such cases. Nevertheless, it is highly important 
to continue observing such patients for years, if we are to establish the 
opinion that further therapy is unnecessary and unjustified. 

I have frequently heard that we have no proof of cure of carly 
syphilis even after the serologic tests for syphilis have become negative 
and remained negative for several years. That statement is true in rare 
cases but it should not throw doubt on the rule that seronegativity over 
a period of years usually means cure. Active syphilis in the presence 


= 
| | 
| 
| 
J 
‘ 
4 
_ 


Modern Treatment of Syphilis 183 


of negative serologic tests for syphilis is definitely rare in my experi- 
ence. Patients may relapse or become reinfected after the serologic 
tests for syphilis have become negative but such occurrences are usually 
demonstrated by the serologic tests. 1 recently heard of a case of proved 
syphilitic aortitis in a patient who had been seronegative for years after 
treatment of early syphilis. I do not question the authenticity of this 
report but I know that such cases are extremely rare; they are the ex- 
ceptions that prove the rule. Too frequently we are inclined to exag- 
gerate the importance of exceptions and hence become doubtful about 
the rule. Few, if any rules in life, are absolute but we still need rules 
in the practical business of living, and the rules I have attempted to 
give today are based on experience. 

In this paper I have not attempted to give detailed statistics regard- 
ing the results of penicillin therapy but such data can readily be found 
in the literature. There are still differences of opinion regarding the 
ultimate effects of penicillin therapy and the data now available do not 
show 100 per cent effectiveness for any known type of antisyphilitic 
therapy but I am convinced that the schedules of penicillin therapy out- 
lined at the beginning of this paper afford reasonably good treatment 


for the great majority of syphilitic patients. 
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LIBRARY NOTES 


SPECIAL INFORMATION CIRCULARS ABOUT THE 
ACADEMY LIBRARY 


A brief outline of current general information about the Academy 
Library appeared in the Academy’s Bulletin for February 1951. More 
details concerning some of its departments and activities are furnished in 
five “Special Information Circulars,” the text of which appears here. 
Users of the Library are invited to ask questions when anything is not 
clear to them and to make suggestions for improvment. Separate copies 
of the circulars and of the general information folder may be had on 


request. 


CIRCULAR NO, 1, “THE REFERENCE 
AND CIRCULATION DEPARTMENT,” 
indicates briefly the materials which may be 
found on the open shelves of the Reading 
Room and Library Lobby, where readers 
may consult them freely. It also gives in- 
structions for securing books from the 
stacks and for using the card catalogue. The 
latter is a complicated tool, but it does con- 
tain a wealth of information if one knows 
the key. 

1 OPEN SHELF MATERIAL, In the 
Main Reading Room readers may use the 
volumes on the shelves without making call- 
slips. These consist of the most used jour- 
fals, usually from 1940 to date, but in a few 
cases from earlier years. A list of the titles 
kept here may be consulted at the Loan 
Desk or in a file-tray on the first table in 
the Reading Room opposite the Loan Desk. 
The journals are arranged in a single alpha- 
bet according to the important words of the 
title regardless of language or subject and 
ignoring articles, prepositions, and conjunc- 
tions. A few of the most used encyclopedias 
and systems of medicine are shelved at the 
east end of the room. 

In the Reference Lobby, above and below 


the card-catalogues are a few general refer- 
ence works: a selection of dictionaries, gen- 
eral and medical (foreign language diction- 
aries are so much in demand that call-slips 
must be presented for them at the Desk) ; 
directories; general indexes and major ab- 
stract journals; medical, chemical, and bio- 
logical. For any of the volumes removed 
from these shelves for use in other rooms, 
call-slips should be filed at the Loan Desk. 
Sets of the Quarterly Cumulative Index 
Medicus (known as “QCIM”), of the Cur- 
rent List of Medical Literature, and of the 
Index-Catalogue of the Army Medical Li- 
brary will be found on tables near the en- 
trance. 

2, BOOKS FROM THE STACKS. 
Signed call-slips (Yellow for periodicals . . .; 
White for all other types of material) must 
be presented for books from the main col- 
lection housed in the stacks. Before giving 
them in at the Loan Desk, correct informa- 
tion for the slips should be secured from 
the card-catalogue, and titles should not be 
abbreviated, The Desk attendant will give a 
number to each reader as he hands in slips; 
this number will show on the call board back 
of the Loan Desk when the books have ar- 
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rived from the stacks. No more than five 
books may be requested at one time. These 
should be returned to the desk when readers 
finish with them. 

For material in the Rare Book Room 
(usually bearing a call-mark including the 
letters “RB”), call-slips should be presented 
in that Room. 

3. RESERVATION OF BOOKS. Read- 
ers wanting to use the same books for more 
than one day may have them held, on re- 
quest, at the Loan Desk, They will be kept 
48 hours, if not asked for by others, being 
thereafter returned to the stacks. Fellows 
of the Academy may retain books on a 
special shelf in the Hartwell Room for two 
weeks. 

4. CARD-CATALOGUE, The Library’s 
card-catalogue contains entries for the mon- 
ographs, textbooks, periodical titles, docu- 
ments, reports, pamphlets, and theses* which 
the Library possesses, It does not contain 
entries for journal articles, as a rule, these 
must be found through the various periodical 
indexes, abstract journals, yearbooks, etc. 
Any library assistant will be glad to direct 
readers to these. The card-catalogue is 
divided into two parts: a subject catalogue 
and a name-and-title catalogue. 

Subject Catalogue. This contains entries 
under all the subjects that are needed to 
show the contents of monographs, textbooks, 
and so on, which are in the Library. Entries 
on white cards give the actual references: 
entries on blue cards are cross references: 
Those which say, “See” such and such, lead 
one from a heading not used to the one 
under which the material will be found. 
Those saying, “See also,” lead one to related 
headings under which additional material on 
the same subject may be found. 

Name-and-Title Catalogue. This catalogue 
is primarily for authors’ names, but it con- 
tains also entries for titles of books (though 
seldom), journals, and series, for institu- 
tions, organizations, and firms. Here, too, 
blue cards are also used for “See” and “See 
also” cross-references, but they have an 
additional use as well. 


The Library possesses many theses which are 
not yet catalogued. If a thesis is sought, and not 
found in the catalogue, a reference assistant 
should be asked to look it up. 


The works of a single author, whether he 
be an individual or an organization, are 
entered on white cards. If this author has 
edited or translated books or is the subject 
of a biography or has some connection with 
a publication, blue cards for these books will 
be found following his white “author” cards. 
Then if he wrote in conjunction with others 
and is the first author named on the title- 
page, white cards for these volumes will fol- 
low the above mentioned “added entries.” 
If he is not the first author named, his entry 
will be on one of the blue cards. For some 
authors there will be a yellow card preced- 
ing all of these various entries, on which 
will be noted a few biographical references: 
this is called an “author authority card” and 
is used in cases where there is some reason 
for establishing the identity of the individual 
concerned—especially necessary for two au- 
thors who have the same name. 

In the Name-and-Title Catalogue there 
are two sorts of entries which may be some- 
what confusing, those for periodicals and 
those for analytics. 

Periodical entries. Titles of periodicals are 
given an orange card. If the journal is 
closely connected with an organization, a 
white card, in addition, will stand under the 
name of the organization. Likewise entries 
will be made in the Subject Catalogue under 
the subject matter with which the periodical 
deals in general and under the type of or- 
ganization issuing it. Thus, the Journal of 
the American Medical Association will ap- 
pear in the Name-and-Title Catalogue 
under: 1) its title, “Journal of the American 
Medical Association”; 2) its organization, 
“American Medical Association”; and in the 
Subject catalogue under: 3) the subject, 
“Medicine, Periodicals, etc., relating to” ; and 
4) the form heading, “Societies, Medical, by 
localities, United States.” One must remem- 
ber, however, that the articles contained in 
the periodicals will not be found in the card- 
catalogue, but only in the printed periodical 
indexes. 

Analytical entries. Analytical entries are 
those made for a part of a book or journal. 
Obviously, the book or journal will stand on 
its shelf under its own author or title, and 
to request it one must give on the call-slip 
the class-mark and main entry for the book. 
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This main entry has been indicated on the 
cards for analytics by various rubber stamps 
or other markings: “Give this author, title, 
and date”; “Ask for,” with a red line point- 
ing to the entry to be cited; Copy this on 
slip,” pointing to the main entry. 

Reference assistants will be glad to assist 
readers in the use of the catalogue. 


CIRCULAR NO. 2, “THE CURRENT 
PERLODICALS ROOM,” gives a brief no- 
tion of the journals kept there and the sort 
of information which may be had from and 
about them. Some of the most used indexes 
are mentioned, together with additional ref- 
erence tools which are helpful with periodi- 
cals. 

1. CURRENT PERIODICALS. In the 
Current Periodicals Room are found the 
current issues of some 1400 journals, ail that 
can be accommodated on the open shelves, 
arranged in one continuous alphabet, just 
as they are in the Main Reading Room, 
except for the Russian titles. These are of 
course only a part of the 2,200 periodicals 
regularly received by the Library. These 
current numbers do not circulate until after 
they are bound, when they are transferred 
to the Main Reading Room or stacks. In the 
Periodicals Room are shelved also the latest 
announcements of medical schools approved 
by the American Medical Association. 

2. INDEXES TO CURRENT JOUR- 
NALS. Here are shelved also the various 
indexes to the current journals: 

Quarterly Cumulative Index Medicus (a 
combined author- and subject-index to 
articles in the important current journals) 

Current List of Medical Literature (a 
monthly record of the contents of the cur- 
rent journals, arranged under the titles of 
the journals. Monthly subject- and author- 
indexes aid the user to find specific 
articles) 

Index to Dental Literature (a combined 
author- and subject-index to the articles 
in dental journals published in English) 

Index of Current Hospital Literature 

Index to Current Periodical Literature 
on Neoplastic Diseases 

Agricultural Index (an author- and sub- 
ject-index to the articles on agriculture, 


veterinary medicine, etc., appearing in 
journals and in agricultural experiment 
station publications) 

Readers’ Guide (an author- and subject- 
index to the more popular magazines) 
3. ABSTRACT JOURNALS. Publica- 

tions which supplement the index journals 
are those containing abstracts. There are 
many of these, some for general medicine, 
some for its specialties, and some for the 
allied scientific fields. Specimen titles are: 

Excerpta Medica (issued in fifteen sub- 
ject sections in English) 

Abstracts of World Medicine 

Abstracts of World Surgery 

Cancer Current Literature 

Chemical Abstracts 

A card list by subject of the main abstract 
journals and of the abstract sections of 
other journals is available. 

4. REFERENCE WORKS FOR SERIAL 
PUBLICATIONS. Books may be found here 
which give information about the periodicals 
themselves, instead of indexing the articles 
contained in them. Some of the important 


ones are: 


Union List of Serials (which lists all 
the important periodicals in American li- 
braries, indicating what libraries possess 
each) 

International Congresses and Confer- 
ences, 1840-1937 (supplemented to some 
extent by a current list maintained by the 
Periodicals Department) 

List of the Serial Publications of For- 
eign Governments 1815-1931 (listing the 
bulletins, reports, etc., issued by foreign 
countries, but not those by cities) 

Periodicals Directory (Ulrich) 

N. Y. Special Libraries Association 
Union List of Periodicals in Special Li- 
braries of the N. Y. Metropolitan District 

American Chemical Society. List of 
Periodicals Abstracted by Chemical Ab- 
stracts (giving location of chemical jour- 
nals in libraries of the United States; re- 
vised periodically). 

5. SPECIAL CARD LISTS. Various 
helpful card-lists compiled by the Periodi- 
cals Department may be consulted here: 
Current periodicals arranged by subject: 
Foreign periodicals arranged by country; 
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State and county medical and dental jour- 


nals arranged by state. 


A selected list of English language period- 


icals received each day is regularly posted 
as soon as they have been shelved. 


In CIRCULAR NO. 3, “THE RARE 
BOOK and HISTORY ROOMS,” will be 
found a short description of the various 


materials available there, of the special in- 
dexes and catalogues which have been built 


up to aid in their use, and of the widely 
representative reference collection of histor- 
ies and bibliographies which facilitates study 
of the early works. 

These Rooms are open to everyone Mon- 
day through Friday, 9 A.M. to 5 P.M. They 
are closed to everyone on Saturday, Sunday, 
and holidays, as well as all evenings. The 
rare books themselves do not circulate, but 
the books on the open shelves not in constant 
demand may be taken out by qualified bor- 
rowers. If volumes from the open shelves 
are wanted for use on a Saturday, advance 
notification will ensure their being available 
on that day at the Loan Desk in the Main 
Library. 

1. RESOURCES. 

A. RARE OR HISTORICALLY IM- 
PORTANT MATERIAL OF ANY 
DATE, in addition to: 

All books in the Library published be- 
fore 1601 

All books published in the British Isles 
before 1701 

All books published in America before 
1801 

All| manuscripts, including autograph 
letters and documents, lecture notes, day- 
hx oks 

Certificates and diplomas 

Some 10,000 mounted portraits of medi- 
cal men and women, and thousands more 
of illustrations of all sorts of medical sub- 
jects in books 

Original minutes of medical societies, 
especially local ones 

Lantern slides on historical subjects 

Medals struck in honor of physicians or 
of important occasions 

Postage stamps commemorating physi- 
cians and events 


Early medical instruments and appar- 
atus. 

All of the Library’s materials dealing with 
the historical aspects of medicine is kept 
here, with the exception of later reprints of 
the early texts and facsimiles, which are 
stored in the main stacks and should be 
asked for through the main Loan Desk. 

B. REFERENCE TOOLS. These con- 
sist of histories, collected biographies and 
bibliographies of medicine and the allied 
sciences. They deal with general history in 
various localities and eras, and with the 
history of special subjects and institutions 
or groups of individuals, The bibliogra- 
phies may list publications by period, sub- 
ject or locality. All of them on the open 
shelves may be used without making call- 
slips, unless they are to be taken out. 

CATALOGUES. 

A general card-catalogue of the Rare 
Book Room materials is available here 
(with the same entries repeated also in 
the card-catalogue of the Main Library). 
A number of supplementary card indexes 
furnish keys to various special aspects of 
the historical and rare book material: 

A list of the illustrations appearing in 
the early books and in some of the his- 
tories, arranged by the subject portrayed 

A chronological list of the rare books 
by date of publication 

A partial list of the rare books ar- 
ranged by the names of their printers 

A partial list of the rare books arranged 
by the place of publication 

A partial list of individuals in any way 
connected with the rare books, such as 
former owners, writers of verses or intro- 
ductory material, persons to whom the 
books were dedicated, or writers of auto- 
graph inscriptions 

A partial list of artists responsible for 
the illustrations in the early books 

Partial records of physicians to famous 
persons, listed under the latters’ names. 
3. ASSISTANCE TO READERS. 

Assistance will be given by the Library 
staff in the use of the various special lists 
and indexes for such purposes as tracing 
references to the earliest descriptions of 
particular diseases, instruments, treatment, 
and so on, or helping to elucidate old forms 
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of Latin, French, or German, or medieval 
abbreviations. They will also advise inquirers 
on the proper form of name to use for early 
physicians, Latin or vernacular, or on the 
usual method of citing early references. 


CIRCULAR NO. 4, “BIOGRAPHICAL 
SOURCES,” is intended to assist anyone 
who needs information about the life and 
circumstances of any medical individual. It 
mentions the various sorts of biographical 
materials in the Library, their location, and 
the keys to them, together with a brief out- 
line of general procedure for using them. A 
supplement to this Circular No. 4 supplies 
a “Selected list of published sources for 
medical biographies of modern times,” giv- 
ing the frequently consulted sources arrang- 
ed by countries for easy use. 

1, COLLECTED BIOGRAPHIES, These 
comprise the biographical dictionaries, direc- 
tories, and collections of essays on three or 
more individuals. Lists of these, arranged 
by country, may be located in the Subject 
Catalogue under the headings: “Biography, 
by localities” and “Biography, Medical, by 
localities.” For the classified books on biog- 
raphy as they stand on the shelves, see as 
follows: 

A, For THE MODERN PERIOD: 

1. Collected biographies and biograph- 

ical dictionaries (S.3) shelved in Room 32 

2. American directories (S.2.A.A.) 

shelved in Room 32 

3. British directories (S.2.H.A.) shelved 
in Room 34 
4. Other foreign directories (S.2.A.B.) 

shelved in Room 33. 

B. For BARLIER PERIODS: 

Collected biographies (RB.3) on the 
open shelves in the Rare Book Room, 

A selected list of published sources for 
biographical information for modern times 
is appended to this circular. Readers will be 
directed to similar sources for earlier pe- 
riods upon application in the Rare Book 
Room. If the modern works cited are not 
sufficient, aid should be sought from one of 
the Reference Assistants. 

2, INDIVIDUAL BIOGRAPHIES, 
These (S.4) are shelved in the Hartwell 
Room, arranged alphabetically by the name 


of the person written about. They may be 
located in the Name-and-Title Catalogue on 
the blue cards following the white cards 
listing an author’s works. These blue cards 
will also give any separate pamphlets and 
some of the journal articles the Library has 
about an individual. Some authors will also 
have yellow “author authority” cards in 
front of their white cards, on which brief 
references give the biographical sources 
from which the form of their names has 
been established, 

3. PERIODICAL LITERATURE, A 
vast reservoir of biographical material exists 
in the periodical literature, the key to which 
is furnished by various indexes, some print- 
ed, some on cards: 

A. Printed: 1) Index-Catalogue of the 
Army Medical Library 

2) Quarterly Cumulative Index Medicus* 

3) Indexes to the outstanding national 
journals of each country, such as Journal 
of the American Medical Association, 
British Medical Journal, Lancet, Deutsche 
medizinische Wochenschrift, Presse médi- 
cale, Riforma medica, etc. 

B. Card files: 1) the Library’s “Portrait 
Index,” a list of some 120,000 portraits of 
medical individuals, indexing not only the 
portraits but also the biographies accom- 
panying them. 

2) the Library's “Biographical File,” 
cumulating in a single alphabet all the 
biographical references listed in the Quar- 
terly Cumulative Index Medicus from 1927 
on, as well as notices from other sources. 
4. HISTORIES OF MEDICINE. These 

frequently contain biographical data. The 
ones appropriate for a given person may be 
located through the Subject Catalogue under 
such headings as: “Medicine, History of,” 
and “Medicine, History of, by localities,” 
and under the history of particular subjects, 
such as “Malaria, History and statistics of.” 
5. HISTORIES OF INSTITUTIONS, 
ORGANIZATIONS, etc. Biographical data 
likewise appears in the histories of institu- 
tions and organizations. If one knows the 
organizations with which a given individual 


* Note that the biographical entries from the 

QCIM from 1927 on have been included in the 
“Biographical File”, later to be deseribed, so 
that the volumes of this Index will only need 
to be consulted for information prior to 1927. 


| 
4 


Library Notes 189 


was connected, histories of them will appear, 
if the Library has any, on blue cards follow- 
ing the organization’s white-card entries in 
the Name-and-Title Catalogue and also in 
the Index-Catalogue of the Army Medical 
Library. 

6. OUTLINE OF PROCEDURE, In 
looking for brief information on an individ- 
ual, one might proceed to search as follows: 

A. “Portrait Index” (on cards) 

Bb. “Biographical File” (on cards) 

C. Name-and - Title Catalogue (blue 
cards and yellow “author authority card”) 

D. Index-Catalogue of the Army Medi- 
eal Library 

E. Collected biographies other 
sources indicated above. 


Supplement to Circular No. 4 


A SELECTED LIST OF PUBLISHED 
SOURCES FOR MEDICAL BIOGRA- 
PHIES OF MODERN TIMES 
This list is intended simply to indicate 
some of the most useful sources of informa- 
tion for medical biographies of modern 
times. It does not attempt to cover all the 

possible channels of inquiry, 

The dates given for published items are 
those of the latest editions on file in the 
Library. 

GENERAL 
Biographisches Lexikon der hervorrag- 
enden Arzte der letzten fiinfzig Jahre 
(Fischer), 1932-1933 .(S.3.) 
Biographisches Lexikon der hervorrag- 
enden Arzte aller Zeiten und Vé6lker 
(Hirsch). (1884-1935) (S.3.) 
. Gubernatis, A. Dictionnaire international 
des écrivains du jour, 1891 .($.3.) 
Hyamson, A, M. A dictionary of univer- 
sal biography of all races and all people. 
1916 
Index biologorum (Hirsch). 1928 (S.3.) 
Index generalis. 1939 (S.118.) 
Index-catalogue of the Library of the 
Surgeon-General’s office, series 1-4, (S.1.) 
International Surgical Association. In- 
dex des titres et publications des mem- 
bres. 1933-1934... 
International who's who, 1947..(S.3.) 
Minerva. Handbuch der gelehrten Welt. 
1938 


Poggendorff, J. C. Biographisch-literar- 
isches Handwérterbuch 1863-1940, (S.3.) 
Vapereau, L. G, Dictionnaire universel 
des contemporains. 1893-1895... (5.8.) 
Who's important in medicine, 1945 (S.3.) 
Who's who in world medicine. 1939 (S.3.) 


. World biography. 1949 (S.B.) 


World of learning. 1948 (S.118) 


UNITED STATES 
American Association for the Advance- 
ment of Science. Summarized proceed- 
ings and directory 1948 (S.2.) 
American medical directory. 1950, 
(S.2.A.A.) 


American | men of science. 1949... (S.3.) 


Dictionary of American biography. 1928- 
1944 (S.3.) 


. Dictionary of Amsaninnus scholars. 


1942 ..(S.3.) 
Dictionary of medical specialists certi- 
fied by American boards, 1949 (S.2.A.A.) 
Kelly, T. A. & Burrage, W. L. Diction- 
ary of American medical biography. 
National cyclopaedia of American biog- 
raphy. 1892-1946 (S.3.) 
Who’s who in America, 1950-51. (S.3.) 
Who's who in American medicine, 1925. 

.(S.3.) 


27. Who's in the Fast. 1948. SB.) 
. Who's who in New York, 1947_..(S.3.) 
. Who's who among physicians and sur- 


geons, 1938  (5.3.) 
Who was who in Amesion, 1897 - 1942. 
1943-50 


CANADA 


American medical directory. 
1950 


. Canadian who's who. 1938/39... (S.3.) 


Encyclopedia of Canada. 1935 - 1987. 
_..(S.1.B.) 
Ww W. S. The dictionary of Cana- 
dian biography. -($.3.) 
Who's who and why [in Canada and 
Newfoundland], 1920 (S.8.) 


FRANCE 
Académie de Médecine, Paris. Index bi- 


ographique des membres, 1820-1939. 


11. 
12. 
13. 
6 
17. 
18. 
19 
20. 4 
21 
22, 
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24. 
25, | 
26. 
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. Guide Rosenwald, 1951 


51. Who was who. 1929-1940... 


Annuaire médical Palissier. 1939. 
..($.2.A.B.) 


38. Catalogue général de la librairie fran- 


cais (Lorenz) 


39. Confédération des syndicats médicaux 


1936 / 37. 
(S.2.A.B.) 
Dictionnaire des contemporains 
(Imbert). 1936 ee 
(S.2.A.B.) 
Institut de France. Académie des sci- 
ences, Index a 1666-1939. 
..($.3.) 

. Larousse, P. A. Larousse du XXe siecle. 
.(S.1.B.) 
($.3.) 


francais. Memento Cartier. 


. Qui étes-vous? 1924 


GERMANY 


Allgemeine deutsche Biographie. 1875- 
. Deutsches Chirurgen- -Verseichnis. 1938. 
_..(S.3.) 
Deutsches Dermatologen- -Verzeichnis. 
1939 
Deutsches Gyniikologen-Verzeichnis. 
1939 ( SB.) 


49. Deutsches Zahnirzte-Buch und Zahn- 


irzte-Verzeichnis. 1941 
Kiirschner’s deutscher Gelehrten-Kalen- 
der. 1935 
Notgemeinschaft der deutschen Wissen- 
schaftler im Ausland, List of displaced 
German scholars, 1936 _ (S.3.) 
. Reichsmedizinal-Kalender fiir Deutsch- 
land, 1937 _.($.2.A.B.) 
Verzeichnis der deutschen Arzte. 1941. 

(S.2.A.B.) 


GREAT BRITAIN 


Dictionary of national biography (up 
to 1940) 
Dentists register. 1950 (S.2.A.H.) 
Medical directory. 1950 .(S.2.A.H.) 
Medical register. 1950 .(S.2.A.H.) 
Medical who’s who. 1925 —— (S.3.) 
. Who's who, 1950 (S.3.) 
($.8.) 


ITALY 
Anuario sanitario italiano. 1939. 


3. Qui @? Dizionario degli italiani d’oggi. 


1948 (S.3.) 
LATIN AMERICAN COUNTRIES 


Anuario médico-social de Cuba, 1938. 
(S.2.A.B.) 
Diccionario biogréfico de Chile. 1946/47. 
Diccionario biogréfico del E 1928. 
$.3.) 
Diccionario del Peru. 
1944 (S.3.) 

Directorio médico mexicano. 1946. 

(S.2.A.B.) 


59. Echevarrieta, M. Diccionario biografico 


de la Republica Argentina, 1943_.(S.8.) 
Maia, J. de A. Indice-catdlogo médico 
brasileiro. 1937-1938 


. Quien es quien en Argentina. 1947, (S.3.) 
. Quien es quien en Colombia, 1927-1939. 


Sao Paulo (state). Departamento Esta- 
dual Estatistica. Seccio de Estatistica 
Militar. Registro de médicos do estado. 
Searone. A. Uruguayos contemporaneos. 
(S$3.) 


. Themen, L. F. Directorio médico domini- 


cano. 1944 —.... .(S.2.A.B.) 


3. Who's who in Latin America. 1950. 


PORTUGAL 


Quem é alguém, 1947 


SCANDINAVIAN COUNTRIES 
Bissmarck, F. G. Biografisk matrikel 
over Svenska ldkarkaren. 1920-1926 
Dansk biografisk “haandleksikon 1920- 
Den Danche 1936 / 1949. (S.3.) 


. Denmark, Sundhetstyrelsen, Fortegnelse 


over autorisierede laeger. 1950/51. 


Kraks blaag bog (Denmark). 1950. (S.3.) 
. Norway. Direktoratet for det Civile 


Medisinalvesen. Fortegnelse over auto- 
risierte laeger. 1946 ($.3.A.B.) 
Suomen Ldikirien ja Hammaslaakirien 
Luettelo Férteckning éver likare (Fin- 
land). 1944/45 ($.2.A.B.) 


. Svenska Likaresillskapet. Sveriges lik- 


arehistorie. 1930-1935 ($.3.) 


37. 
65. 
41 
42 67. 
68. 
43 
“4 
70. 
71 
45) 72| 
46 73. 
47 
48 74. 
75 
50 
52 
4 78. 
54 
79. 
80. 
56 
57 82] 
83 
59 
60} 
S84. 
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86. Sweden, Medicinalstyrelsen, Férteckning 
éver Svenska likare. 1950..(S.2.A.B.) 
87. Vem och vad? Biografisk handbok (Fin- 
land). 1948 . .($.8.) 
88. Wem ar det? Svensk biografisk hand- 
bok. 1949 


SPAIN 
89. Anuario médico de Espafia. 1942. 
(S.2.A.B.) 


SWITZERLAND 
90. Dictionnaire historique et bibliographi- 
que de la Suisse. 1921-1934 (RB.3.) 
91. Neue Schweizer Biographie. (S.3.) 
92. Schweizerisches medizinisches Jahrbuch. 


1950 (S.2.A.B.) 
93. Schweizerisches Zeitgenossen-Lexikon. 
1932 


In CIRCULAR NO. 5, “SPECIAL IN- 
FORMATION FILES,” will be found brief 
descriptions of the various compilations 
made by the Library through the years, 
usually in card-files, which may be helpful 
to anyone whose particular inquiry happens 
to fall within their scope. 

Various card-lists have been compiled by 
the Library Staff and others from time to 
time, which are valuable sources of informa- 
tion for certain specific types of inquiry. 

1, AMERICAN PUBLICATIONS BY 
DATE, This card-list, compiled by WPA 
workers and located in the Catalogue De- 
partment, lists chronologically by year of 
publication the books in the Library, ac- 
quired before 1940, which were published in 
America prior to 1876, 

2. BOOKPLATES. Samples of physi- 
cians’ bookplates can be located through the 
Subject Catalogue under the heading “Book- 
plates of individuals.” Small collections of 
bookplates will be found under the heading 
“Bookplates.” 

3. AUTOGRAPHS. An index to samples 
of the handwriting of individuals, usually 
of their signatures, is kept in Room 32. 

4. EXHAUSTIVE SUBJECT BIBLI- 
OGRAPHIES. The original card-lists com- 
piled for certain monumental bibliographies 
have been deposited in the Library, as fol- 
lows: 


a. Encephalitis lethargica (to be found 
through the Subject Catalogue) 

b. Pneumoconiosis (to be found through 
the Subject Catalogue) 

c. Poliomyelitis (to be found through 
the Subject Catalogue) 

d. Current references on antibiotics 
(except penicillin) (to be found in a card 
file in the Periodicals Room) 

5. LITERARY WORKS BY PHYSI- 
CIANS. A card-list, located in the Catalogue 
Department, gives references to some thou- 
sands of non-medical works by physicians, 
not all of them present in the Academy’s 
collection. 

6. LITERARY WORKS ABOUT MED- 
ICINE. Novels, plays, and poetry about 
medicine and the members of its profession 
will be found listed in the Subject Catalogue 
under the following headings: 

Fiction, Medical. 

Medicine, Plays relating to. 

Medicine, Poems relating to. 

7. MEDICAL JOURNALS PUBLISH- 
ED IN NEW YORK STATE. A card-list, 
located in the Catalogue Department, fur- 
nishes the titles of journals published in 
New York State prior to 1860 and after that 
date. 

8. MEDICAL JOURNALS PUBLISH- 
ED IN THE UNITED STATES BEFORE 
1860. A card-list located in the Rare Book 
Room. 

9. SECONDHAND BOOKDEALERS 
IN NEW YORK CITY, Brief lists of these, 
for old books and for periodicals, may be 
had on request of the Reference Department. 

10. 4 SELECTED LIST OF AMER- 
ICAN JOURNALS. A brief list of repre- 
sentative American medical journals may be 
had on request. Arranged by subject fields, 
it gives address and price of each title. 
Inquire of the Reference Department. 


11. BIBLIOGRAPHIES ON MANY 
SUBJECTS. Over 1,000 more or less full 
lists of references on a large variety of 
topics have been compiled by the Biblio- 
graphical Department through the years. 
Occasional ones have been kept up to date. 
These are available for reference in the 
Library but may not be taken out. 
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Feelings and emotions; the Mooseheart sym- 
posium, in cooperation with the Univers- 
ity of Chicago. Edited by M. L. Rey- 
mert. N. Y., McGraw-Hill, 1950, 603p. 

Feinberg, S. M.; Malkiel, S. & Feinberg, A. 
R. The antihistamines Chic., Year Book 
Publishers, [1950], 291 p. 

Flosdorf, E. W. Freeze-drying (drying by 
sublimation). N. Y., Reinhold, 1949, 
280 p. 

Fronshteyn, R. M. Urologiya, 3.izd. Moskva, 
MEDGIZ, 1949, 377 p. 

Gollomb, J. Albert Schweitzer: genius in the 
jungle. N. Y., Vanguard Press, [1949], 
249 p. 

Guthrie Smith, (Mrs.) O. F. Rehabilitation, 
re-education and remedial exercises. 
2.ed. London, Baillitre, 1949, 456 p. 

Halliday, J. L. Mr. Carlyle, my patient; a 
psychosomatic biography. N. Y., Grune, 
1950, 227 p. 

Handbook of microscopical technique. 3.ed., 
edited by R. McC. Jones. N. Y., Hoeber, 
[1950], 790 p. 

Hanlon, J. J. Principles of public health 
administration. St. Louis, Mosby, 1950, 
506 p. 

Heron, W. T. Clinical applications of sug- 
gestion and hypnosis. Springfield, IIL, 
Thomas, [1950], 116 p. 

Hoare, C. A. Handbook of medical proto- 
zoology. London, Baillitre, 1949, 334 p. 

Holbrook, W. P. & Hill, D. F. Manual of 
rheumatic diseases. Chic., Year Book 
Publishers, [1950], 182 p. 

Hollender, A. R. Office treatment of the 
nose, throat & ear, 3.ed. Chic., Year 
Book Publishers, [1950], 620 p. 

Ischlondsky, N. E. Brain and behaviour. 
London, Kimpton, 1949, 182 p. 

Jacobs, M. B. The analytical chemistry of 
industrial poisons, hazards, and solvents, 
2ed. N. Y., Interscience Publishers, 
1949, 788 p. 

Jewish Hospital of Brooklyn. Rehabilitation 


9 


RECENT ACCESSIONS TO THE LIBRARY 


(“Possession does not imply approval.”) 


Clinic. A seminar on psychiatric prob- 
lems in the practice of medicine, 1949- 
1950. [Papers.] [Brooklyn, 1950], 1 v. 
Joint Committee on Health Problems in 
Education of the National Education 
Association and the American Medical 


Association. Health education. 4.ed. 
Wash., National Educ. Assoc., 1949, 
413 p. 


Katz, D. Gestalt psychology. N. Y., Ronald, 
[1950], 175 p. 


Kerr, J. M. M. & Moir, J. C. Operative ob- 
Stetrics. 5.ed. London, Bailli¢re, 1949, 
948 p. 


Khrestomatiya po genetike; sostaviteli: M. 
M. Lebedev, A. I. Palilov [i dr.]. [Selec- 
tions from texts on genetics; compiled 
by M. M. Lebedev, A. I. Palilov and 
others.| Moskva, Sovetskaya Nauka, 
1949, 675 p. 

Kirby, D. B. Surgery of cataract. Phil., Lip- 
pincott, [1950], 695 p. 

Kuhn, (Mrs.) H. (Stieglitz). Eyes and in- 
dustry. 2.ed, [of her Industrial ophthal- 
mology]. St. Louis, Mosby, 1950, 378 p. 

Landis, C. & Bolles, M. M. ‘lextbook of ab- 
normal psychology. Rev. ed. N. Y., Mac- 
millan, 1950, 634 p. 

Los Alamos Scientific Laboratory. The ef- 
fects of atomic weapons, Wash., U. S. 
Govt. Print. Off., [1950], 456 p. 

Low-Beer, B. V. A. The clinical use of radio- 
active isotopes. Springfield, Ill, Thomas, 
[1950], 414 p. 

Luck, J. V. Bone and joint diseases. Spring- 
field, Ill., Thomas, [1950], 614 p. 

MeMurray, T. P. A practice of orthopaedic 
surgery. 3.ed. London, Arnold, [1949], 
444 p. 

Marchand, J. L. L. & de Ajuriaguerra, J. 
Epilepsies. Paris, Desclée, [1948], 721 p. 

Martini, P. Die wunmittelbare Kranken- 
Untersuchung. 3.Aufil. Miinchen, Berg- 
mann, 1950, 362 p. 

Massachusetts Study of Child Health Serv- 
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ices. Health services for Massachusetts 
children, [Boston], American Academy 
of Arts and Sciences, 1949, 132 p. 

Matveev, K. I. Patogenez botulizma. [ Patho- 
genesis of botulism.] Moskva, Izd. Aka- 
demii Meditsinskikh Nauk SSSR, 1949, 
186 p. 

May, R. The meaning of anxiety. N. Y., 
Ronald, [1950], 376 p. 

Meduna, L. J. Carbon dioxide therapy; a 
neurophysiological treatment of nervous 
disorders. Springfield, Ill, Thomas, 
[1950], 236. 

Modern trends in obstetrics and gynaecology, 
edited by K. Bowes. N. Y., Hoeber, 
[1950], 778 p. 

Modern trends in psychological medicine, 
1948; edited by N. G. Harris. London, 
Butterworth, 1948, 450 p. 

Moloney, J. C. The magic cloak; a contribu- 
tion to the psychology of authoritarian- 
ism. Wakefield, Mass., Montrose Press, 
1949, 345 p. 

Myers, J. A. Invited and conquered; histori- 
cal sketch of tuberculosis in Minnesota. 
[St. Paul, Minnesota Public Health 
Assoc., 1949], 738 p. 

New York (State). Legislature. Joint Com- 
mittee on Problems of the Aging. 
Young at any age. [ Albany, 1950], 192 p. 

Ogilvie, R. S. Handbook of electroencephalo- 
graphy. [Rev. ed. of his Manual] Cam- 
bridge, Mass., Addison-Wesley, 1949, 
137 p. 

Osler, (Sir) W. Aphorisms from his bedside 
teachings and writings, collected by R. 
B. Bean, N. Y., Schuman, [1950], 159 p. 

Palyi, M. Compulsory medical care and the 
welfare state. Chic., National Institute 
of Professional Services, [1950], 156 p. 

Parker, R. C. Methods of tissue culture. 2.ed. 
N. Y., Hoeber, [1950], 294 p. 

Pathologic physiology; mechanisms of dis- 
ease, edited by W. A. Sodeman. Phil. 
Saunders, 1950, 808 p. 

Pavlov, I. P. Lektsii 0 rabote bolshikh polu- 
shariv golovnoga mozga. [Lectures on 
the function of the cerebral hemisphere. } 
[4.izd.] [Leningrad], Izd. Akademii 


Nauk SSSR, 1949, 474 p. 
Pearson, G. H. J. Emotional disorders of 
children. N. Y., Norton, [1949], 368 p. 
Peck, T. W. & Wilkinson, K. D. William 


Withering of Birmingham. Balt., Wil- 

liams, 1950, 239 p. 

Porter, E. H., jr. An introduction to thera- 
peutic counseling. Boston, Houghton, 
[1950], 223 p. 

Potter, Van R. Enzymes, growth and cancer. 
Springfield, I, Thomas, [1950], 64 p. 

Principles of internal medicine; T. R, Har- 
rison, editor-in-chief. Phil., Blakiston, 
1950, 1590 p. 

Problemy vysshey nervnoy deyatelnosty, pod 
redaktsiey P. K. Anokhina. [Problems 
of higher nervous activity, edited by P. 
K. Anokhin.] [Moskva], Izd, Akademii 
Meditsinskikh Nauk SSSR, [1949], 
690 p. 

Reeves, D. L. Cranioplasty. Springfield, IL, 

Thomas, [1950], 119 p. 

Rehabilitation of the handicapped, edited by 
W. H. Soden. N. Y., Ronald, [1949], 
399 p. 

Reich, W. J. & Nechtow, M. J. Practical 
gynecology. Phil, Lippincott, [1950], 
449 p. 

Rennie, T. A. C.; Burling, F. T. & Wood- 
ward, L. E. Vocational rehabilitation of 
psychiatric patients. N. Y., Common- 
wealth Fund, 1950, 133 p. 

Respiratory enzymes, by L. Anderson, R. H. 
Burris [and others] of the University 
of Wisconsin, edited by H. A. Lardy. 
[ Rev. ed.] Minneapolis, Burgess, [1950], 
290 p. 

Rikketssi i rikketsiozy; sbornik statey pod 
obshchey redaktsiey P. F. Zdrodovskogo. 
[Rickettsia and rickettsiosis; collected 
papers, edited by P. F. Zdrodovskiy.] 
Moskva, Izd. Akademii Med. Nauk 
SSSR, 1948, 236 p. 

Rudolf Virchow Medical Society in the City 
of New York. Der Naturforscher 
Goethe; Bericht iiber die Goethe-Feier, 
1949. [N. Y., Brooklyn Med. Press, 
1950], 77 p. 

Salzmann, J. A. Principles of orthodontics. 
2.ed. Phil., Lippincott, [1950], 887 p. 
Samuels, S. S. Management of peripheral 
arterial diseases. N. Y., Oxford Univ. 

Press, 1950, 345 p. 

Schneider, E. C. & Karpovich, P. V. Physi- 
ology of muscular activity. 3.ed. Phil, 
Saunders, 1949, 346 p. 

Selye, H. The physiology and pathology of 


ip! 
fs 
! 
a 


194 THE 


BULLETIN 


exposure to stress. Montreal, Acta, 
[1950], 203 p. 

Selye, H. & Stone, H. On the experimental 
morphology of the adrenal cortex. 
Springfield, IIL, Thomas, [1950], 105 p. 

Serebrov, A. I. Rak sheyki matki, [Cancer 
of the uterus.] Moskva, Izd. Akademii 
Meditsinshikh Nauk SSSR, 1948, 290 p. 

Sheldon, W. H. Varieties of delinquent 
youth. N. Y., Harper, [1949], 899 p. 

Simonart, E. F. La dénutrition de guerre. 
Bruxelles, Acta Medica Belgica, 19477], 
262 p. 

Slaughter, F. G. Immortal Magyar: Sem- 
melweis, conqueror of childbed fever. 
N. Y., Schuman, [1950], 211 p. 

Smith, F. Plastic and reconstructive surgery. 
Phil., Saunders, 1950, 895 p. 

Steindler, A. Post-graduate lectures on 
orthopedic diagnosis and_ indications. 
Sprinfigeld, IL, Thomas, [1950], v. 1. 

Stekel, W. The autobiography of Wilhelm 
Stekel. N. Y., Liveright, [1950], 293 p. 

Sweet, R. H. Thoracic surgery. Phil., Saun- 
ders, 1950, 345 p. 

Tarlov, 1. M. Plasma clot suture of peri- 
pheral nerves and nerve roots. Spring- 
field, Ill, Thomas, [1950], 116 p. 

Techniques in British surgery, edited by R. 
Maingot. Phil., Saunders, 1950, 733 p. 

Thompson, C, M. Psychoanalysis: evolution 
and development. N. Y., Hermitage 
House, [1950], 252 p. 

Thornton, J. L. Medical books, libraries 
and collectors. London, Grafton, 1949, 
293 p. 

Tidy, N. M. Massage and remedial exercises 
in medical and surgical conditions. 8.ed. 
Bristol, Wright, 1949, 487 p. 

Tredgold, R. F. Human relations in modern 
industry. N. Y., International Univer- 
sities Press, [1950], 192 p. 

Von Bonin, G. Essay on the cerebral cortex. 
Springfield, Il, Thomas, [1950], 150 p. 

Walker, J. W. 'T. Genito-urinary surgery. 
3.ed. London, Cassell, 1948, 956 p- 

Wallgren, A. J. Tuberculosis and other 
problems of pediatrics. Balt., Williams, 
1950, 108 p- 

Ward, G. FE. & Hendrick, J. W. Diagnosis 
& treatment of tumors of the head and 
neck. Balt., Williams, 1950, 832 p- 

Widdess, J. D. H. An account of the 


Schools of Surgery, Royal College of 
Surgeons, Dublin, 1789-1948. Edin- 
burgh, Livingstone, 1949, 107 p. 
Wiles, P. Essentials of orthopaedics. Phil. 
Blakiston, 1949, 486 p. 
Windle, W. F. Asphyxia neonatorum. 
Springfield, Il, Thomas, [1950], 70 p. 
Wolf, A. V. The urinary function of the 
kidney. N. Y., Grune, 1950, 363 p. 
Woodham-Smith, (Mrs.) C. Florence Night- 
ingale. London, Constable, [1950], 615 p. 


Adaptation, edited by J. Romano. Ithaca, 
Cornell Univ. Press, 1949, 113 p. 

Aktuelle Probleme der Pathologie und 
Therapie, hrsg. von H. Holthusen, 
Stuttgart, G. Thieme, 1949, 248 p. 

Babkin, B. P. Secretory mechanism of the 
digestive glands. 2.ed. N. Y., Hoeber, 
[1950], 1027 p. 

Banks, H. S. The common infectious dis- 
eases. London, Arnold, [1949], 354 p. 

Baur, H. L. Urgent diagnosis without lab- 
oratory aid. Springfield, IIL, Thomas, 
[1950], 89 p. 

Bell, E. T. Renal diseases. 2.ed. Phila., Lea, 
1950, 448 p. 

Benda, C. E. Mongolism and cretinism. 2.ed. 
N. Y., Grune, 1949, 316 p. 

Bergstraesser, A. Goethe’s image of man 
and society. Chic., Regnery, 1949, 361 p. 

Berman, J. K. Principles and practice of 
surgery. St. Louis, Mosby, 1950, 1378 p. 

Biophysical research methods, prepared by 
a group of specialists under the editor- 
ship of F. M. Uber. N. Y., Interscience 
Publishers, [1950], 667 p. 

Black, N. Notes on the theory of dental 
surgery. London, Staples, [1949], 168 p. 

Bleuler, P. E. Dementia praecox. N. Y., In- 
ternational Universities Press, [1950], 
548 p. 

Blond, K., and Haler, D. H. The liver, porta 
malorum, Bristol, Wright, 1950, 268 p. 

Bourne, A. W. Synopsis of obstetrics and 
gynaecology. 10.ed. Bristol, Wright, 
1949, 522 p. 

Care (The) and breeding of laboratory ani- 
mals; E. J. Farris, editor. N. Y., Wiley, 
[1950], 515 p. 

Cholerton, M. Some aspects of oculo-refrac- 
tive technique. London, Hammond, 1945, 
148 p. 


a 
2 


Library Notes 


Clements, F. W. A. Infant nutrition; its 
physiological basis. Bristol, Wright, 
1949, 246 p. 

Combined textbook of obstetrics and gynae- 
cology. 5.ed., edited by D. Baird. Edin- 
burgh, Livingstone, 1950, 1411 p. 

Condensed (The) chemical dictionary; F. 
M. Turner, editorial director. 4.ed. 
N. Y., Reinhold, 1950, 726 p. 

Cronbach, L. J. Essentials of psychological 
testing. N. Y., Harper, [1949], 475 p. 

DePalma, A. F. Surgery of the shoulder. 
Phila., Lippincott, [1950], 438 p. 

Diseases of women, by ten teachers, under 
the direction of C. White. 8.ed. London, 
Arnold, [1949], 461 p. 

Gates, O., and Warren, S. A handbook for 
the diagnosis of cancer of the uterus by 
the use of vaginal smears, 3.ed. Cam- 
bridge, Harvard Univ. Press, 1950, 
214 p. 

Grant, L. The challenge of cancer. Wash., 
National Institutes of Health, 1950, 
116 p. 

Green, H. N., and Stoner, H. B. Biological 
actions of the adenine nucleotides. Lon- 
don, Lewis, 1950, 221 p. 

Herms, W. B. Medical entomology. 4.ed. 
N. Y., Macmillan, 1950, 643 p. 

Heymans, C. Introduction to the regulation 
of blood pressure and heart rate. 
Springfield, Ill, Thomas, [1950], 60 p. 

Holmes, G. W., and Schulz, M. D. Thera- 
peutic radiology. Phila., Lea, 1950, 347 p. 

Jenkins, F. A., and White, H. E. Funda- 
mentals of physical optics. 2.ed. N. Y., 
McGraw-Hill, 1950, 647 p. 

Jones, E.; Morgan, E., and Stevens, G. 
Methods and materials in elementary 
physical education. Yonkers, N. Y., 
World Book Co., [1950], 258 p. 

Keith, (Sir) Arthur. An autobiography. 
London, Watts, [1950], 721 p. 

Kogan, B. B. Bronkhialnaya astma. [{Bron- 
chial asthma.| Moskva, Izd. Akademii 
Meditsinskikh Nauk SSSR, 1950, 267 p. 

Lemberg, M. R., and Legge, J. W. Hematin 
compounds and bile pigments. N. Y., 
Interscience Publishers, 1949, 748 p. 

Lerche, W. The esophagus and pharynx in 

action. Springfield, Ill, Thomas, [1950], 
222 p. 
Lipschiitz, A. Steroid hormones and tumors. 


Balt., Williams, 1950, 309 p. 

McDougall, J. B. Tuberculosis; a global 
study in social pathology. Balt., Wil- 
liams, 1949, 455 p. 

McEwen, W. W. W. Bacteriological tech- 
nique. Brooklyn, Chemical Pub. Co. 
1950, 293 p. 

Maegraith, B. G. Pathological processes in 
malaria and blackwater fever. Spring- 
field, Ill, Thomas, [1948], 430 p. 

Marple, C. D., and Wright, I. S. Throm- 
boembolic conditions and their treat- 
ment with anticoagulants. Springfield, 
lL, Thomas, [1950], 418 p. 

Marquardt, M. Paul Ehrlich. London, Heine- 
man, 1949, 255 p. 

Meduna, L. J. Oneirophrenia, the confu- 
sional state. Urbana, Univ. of Ill. Press, 
1950, 100 p. 

Meerovich, R. I. Rasstroystva “skhemy 
tela” pri psikhicheskikh zabolevaniyakh, 
[Disturbance of the “body image” in 
psychiatric diseases.] Leningrad, 1948, 
307 p. 

Menninger, K. A., and Devereux, G. A 
guide to psychiatric books. N. Y., 
Grune, 1950, 148 p. 

Modern practice in dermatology, 1950; edit- 
ed by G. B. Mitchell-Heggs. London, 
Butterworth, 1950, 836 p. 

Modern trends in orthopaedics, edited by 
Sir Harry Platt. London, Butterworth, 
1950, 497 p. 

Miiller, R. Medizinische Mikrobiologie. 4. 
Aufl. Miinchen, Urban, 1950, 541 p. 
Naumburg, M. Schizophrenic art: its mean- 
ing in psychiotherapy. N. Y., Grune, 

1950, 247 p. 

Negus, V. E. The comparative anatomy and 
physiology of the larynx. London, Heine- 
mann, 1949, 230 p. 

Newton, W. H. Recent advances in physiol- 
ogy. 7.ed. London, Churchill, 1949, 268 p. 

Nicholson, G. W. de P. Studies on tumour 
formation. London, Butterworth, 1950, 
637 p. 

Ogilvie, (Sir) W. H. Surgery, orthodox and 
heterodox. London, Blackwell, [1948], 
241 p. 

Ogle, K. N. Researches in binocular vision. 
Phila., Saunders, 1950, 345 p. 

Operative surgery, edited by A. Miles and 
Sir James Learmonth. 3.ed. London, 


| 
| 
| 
| 
A ‘ 
| 
| | 
y 


196 THE BULLETIN 


Oxford Univ. Press, 1950, 559 p. 

Penicillin; its practical application, under 
the general editorship of Sir Alexander 
Fleming. 2.ed. London, Butterworth, 
1950, 491 p. 

Potter, D., and Stansfeld, D. H. National 
insurance (industrial injuries).  2.ed. 
London, Butterworth, 1950, 392 p. 

Prince, J. H. Visual development, Edin- 
burgh, Livingstone, 1949, v. 1. 

Rankin, F. W., and Graham, A. S. Cancer 
of the colon and rectum. 2.ed. Spring- 
field, IIL, Thomas, [1950], 427 p. 

Rogers, (Sir) Leonard. Happy toil; fifty- 
five vears of tropical medicine. London, 
Muller, [1950], 271 p. 

Schneider, D. E. The psychoanalyst and the 
artist. N. Y., Farrar, [1950], 306 p. 
Schultz, J. H. Das autogene Training. 6. 
Aufl. Stuttgart, Thieme, 1950, 325 p. 
Selye, H. Textbook of endocrinology, 2.ed. 
Montreal, Acta Endocrinologica, [1949], 

914 p. 

Sexton, W. A. Chemical constitution and 
biological activity, London, Spon, 1949, 
412 p. 

Simon, G. X-ray diagnosis. Cambridge, 
|Eng.], Heffer, [1949], 207 p. 

Spurling, R. G. Practical neurological diag- 
nosis. 4.ed. Springfield, IIL, Thomas, 
[1950], 268 p. 

Stern, (Mrs.) E. (Mendell), and Casten- 
dyck, E. The handicapped child; a 
guide for parents, N, Y., Wyn, 1950, 
179 p. 

Sullivan, A. J., and McKell, T. E. Personal- 
ity in peptic ulcer. Springfield, IIL, 
Thomas, [1950], 100 p., 

Symposium (A) on steroid hormones, edited 
by E. S. Gordon. | Madison], Univ. of 
Wis. Press, 1950, 396 p. 

Textbook of medical treatment, by various 
authors; edited by D. M. Dunlop, L. S. 
P. Davidson [and] J. W. MeNee. 5.ed. 
Edinburgh, Livingstone, 1949, 999 p. 

Thoms, H. K., and Roth, L. G. Understand- 
ing natural childbirth; a book for the 
expectant mother, N. Y., MeGraw-Hill, 
[1950], 112 p. 

Umbreit, W. W.; Burris, R. H., and Stauf- 
fer, J. F. Manometrie techniques and 
tissue metabolism, [2.ed.] Minneapolis, 
Burgess, [1949], 227 p. 


United States. National Cancer Institute. 
An index of tumor chemotherapy, by 
H. M. Dyer. |Wash., U. S. Govt. Print. 
Off., 1950], 329 p. 

United States. Office of Strategic Services. 
Assessment of men. N. Y., Rinehart, 
[1950], 541 p. 

Waksman, S. A. The actinomycetes. Wal- 
tham, Mass., Chronica Botanica Co., 
1950, 230 p. 

Wortis, J. Soviet psychiatry, Balt., Williams, 
1950, 314 p. 


American Medical Association. Committee 
on Rural Health. Programs for the 
improvement of rural health. [Chic., 
1949], 227 p. 

Bailey, H. The physiology of thought. N. 
Y., William-Frederick, 1949, 314 p. 
Bets, V. A. Anatomicheskie i gistologicheskie 
issledovaniya. [Anatomical and histologi- 
cal studies.] Moskva, MEDGIZ, 1950, 

290 p. 

Campbell, J. D. Everyday psychiatry. 2. 
ed, Phila., Lippincott, [1949], 394 p. 
Canfield, N. Audiology; the science of hear- 
ing. Springfield, Ll, Thomas, [1949], 

45 p. 

Child (The) in health and disease, [edited 
by] C. G. Grulee and R. C. Eley. Balt., 
Williams, 1948, 1066 p. 

Earnest, E. S. Weir Mitchell, novelist and 
physician. Phila, Univ. of Pa. Press, 
1950, 279 p. 

Frontiers in colloid chemistry; editors: R. 
FE. Burk [and] O. Grummitt. N. Y., 
Interscience Publishers, 1950, 157 p. 

Glueck, S. S. and Glueck, (Mrs.) E. (Tour- 
off). Unraveling juvenile delinquency. 
N. Y., Commonwealth Fund, 1950, 399 p. 

Greulich, W. W. and Pyle, S. L. Radio- 
graphic atlas of skeletal development 
of the hand and wrist. Stanford, Stan- 
ford Univ. Press, [1950], 190 p. 

Hamblen, E. C. Facts for childless couples. 
Rev. [ed.] Springfield, IIL, ‘Thomas, 
[1950], 110 p. 

Hamilton, W. F. Textbook of human physi- 
ology. 2. ed. Phila., Davis, 1949, 625 p. 

Hawk, (Mrs.) S. M. (Stinchfield). Speech 
therapy for the physically handicapped. 
Stanford, Stanford Univ. Press, [1950], 
245 p. 


‘ 
q 
4 


Library Notes 197 


Jackson, C. and Jackson, C. L. Broncho- 
esophagology. Phila., Saunders, 1950, 
366 p. 

Josselyn, I. M. Psychosocial development of 
children. N. Y., Family Service Assoc. 
of America, [1949], 134 p. 

Knight, R. L. Dictionary of genetics. Wal- 
tham, Mass., Chronica Botanica Co., 
1948, 183 p. 

Kojevnikov, P. V. Lechenie kojnykh 
bolezney. {Treatment of skin diseases. 
jLeningrad], MEDGIZ, 1950, 211 p. 

Kordel, L. Health through nutrition, Cleve- 
land, World Publ. Co., [1950], 315 p. 

McBain, J. W. Colloid science. Boston, 
Heath, [1950], 450 p. 

Mitchell, P. H. A textbook of biochemistry. 
2. ed. N. Y., McGraw-Hill, 1950, 695 p. 

Nemenov, M. I. Rentgenoterapiya cherz 
vozdeystvie na  nervnuyu sistemu. 
[Roentgen therapy by means of its ac- 
tion on the nervous system,.] [Lenin- 
grad], MEDGIZ, 1950, 183 p, 

Opyt izucheniya periodicheskikh izmeniy 
fiziologicheskikh funktsiey v organizme. 
{Experimental study of periodicity of 
physiological functions in the organism, 
edited by K. M. Bykov.] Moskva, Izd. 
Akad. Meditsinskikh Nauk SSSR, 1949, 
221 p. 

Perspectives in  neuropsychiatry; essays 
presented to Professor F. L, Golla, 
edited by D. Richter. London, Lewis, 
1950, 236 p. 

Recent advances in diagnostic psychological 
testing, with contributions by R. E. 
Harris [and others]. Springfield, IL, 
Thomas, [1950], 120 p. 

Sante, L. R. Manual of roentgenological 
technique. 15. ed. Ann Arbor, Edwards, 
1949, 424 p. 

Sante, L. R. Principles of roentgenological 
interpretation. 8. ed. Ann Arbor, Ed- 
wards, 1949, 379 p. 

Seventh-Day Adventists. General Confer- 


ence. Medical Department. Health and 
home nursing. Wash, Review and 
Herald, 1949, 432 p. 

Shebanov, F. V. Kollapsoterapiya legochnogo 
tuberkuleza. [Collapsotherapy in phthi- 
sis.) Moskva, 1950, 212 p. 

Southwest Goethe Festival, Southern Meth- 
odist University, 1949. Southwest Goethe 
Festival; a collection of nine papers, 
edited by G. J. Jordan. Dallas, Univ. 
Press, 1949, 112 p. 

Sugar, H. S. The extrinsic eye muscles. 
[3. ed.] [Rochester, Minn.], American 
Academy of Ophthalmology and Oto- 
laryngology, 1950, 76 p. 

Szent-Gyoérgy, A. Nature of life; a study on 
muscle. N. Y., Academic Press, 1948, 
91 p. 

Thomas, P. E. L. A guide for authors; 
manuscript, proof and __ illustration. 
Springfield, Ill, Thomas, [1949], 85 p. 

United States. Armed Forces Special Weap- 
ons Project. Radiological defense; a 
series of indoctrination lectures on 
atomic explosion, with medical aspects. 
[Wash., U. S. Govt. Print, Off., 1950], 
137 p. 

Vaughan, W. 'T. Primer of allergy. 3. ed., 
revised by J. H. Black. St. Louis, 
Mosby, 1950, 175 p. 

Veillon, E. Dictionnaire médical |frangais, 
allemand, anglais]. Berne, Huber, 1950 
3 pts. in 1 v. 

Voyno-Yasenetskiy, M. V. Patologicheskaya 
anatomiya i nekotorye voprosy pato- 
geneza malyarii, [Pathological anatomy 
and some problems of the pathogenesis 
of malaria.] Moskva, Izd, Akad, Medit- 
sinkikh Nauk SSSR, 1950, 190 p. 

Wechsler, I. S. The neurologist’s point of 
view. Rev. ed. N. Y., Wyn, 1950, 259 p. 

Wilson, A. J. The emotional life of the ill 
and injured. N. Y., Social Sciences 
Publishers, [1950], 416 p. 


‘ 
« 


THE BULLETIN 


Poly-Vi-Sol Tri-Vi-Sol Ce-Vi-Sol 


for their varying vitamin needs... 


VITAMIN A 


VITAMIN D | ASCORBIC ACID | THIAMINE | RIBOFLAVIN | NIACINAMIDE 


POLY-VI-SOL 


each 0.6 cc. supplies: 


5000 
units 


I mg. 


TRI-VI-SOL 


each 0.6 cc. supplies: 


5000 
units 


CE-VI-SOL 


each 0.5 cc. supplies: 


water-soluble 


liquid vitamin 
preparations... 
pleasant tasting, convenient, 
economical, Available in 15 and 
50 cc. bottles with calibrated 


droppers. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,IND., U.S.A. 


Vill 
¢ 
AS 
4, = ES oS 
ZA 
| 
| 


THE GALLBLADDER 


Acting both as a concentrating 
organ and as the reservoir por- 
tion of the ductal system, the 
gallbladder is of such construc- 
tion and location that stasis is 


common. This stagnation tends 
toward inspissated bile and 


chronic infection. 

With KETOCHOL® therapy, 
the thin aqueous bile tends to 
overcome inspissation and 
provides a flushing action to 
overcome stasis. 


S E A R L E RESEARCH 


im THE SERVICE OF MEDICINE) 


A 
aN 


Patient Under Treatment 


4 For URINARY TRACT 


INFECTION 


The action of orally administered Pyridium 
often enables patients to carry on witho ghee errup- 
tion of normal pursuits throughout the course of 
specific treatment of uncomplic rer cystitis, a, wrot itis, and pyelonephritis 
This effective urinary a — relie ves dS stressing symptoms such as ur rinary 
frequency and on urination, without systemic sedatio 
narcotic actio 


Pvridiam i the wademark of Nepera Chemical Ca, Pyridimand 


(Brand of phenylazo-diamino-pyridine HCI) 
MERCK & CO., INC. Manufacturing Chemists RAWWAY, NEW JERSEY 
In Canada: Merck & Co. Limited— Montreal, Que. 


Pe 
| 
=< ENJOYS 


MARCH I951 


§ [low MED can 
cigarelle be? 


_ MAKE YOUR OWN 30-DAY CAMEL 
2 Camel Mildness Test 


doesn’t give you the 
; most enjoyment you've 
ever had from smoking. 


ORE PEOPLE SMOKE CAMELS 


than any other cigarette ! 


x! 
<> 
f END i 
cig R. J. Reynolds Tobaceo Company 
Winston-Salem, North Carolina 
A That's T for Throat, T for 
j 


BULLETIN 


SCIENTIFIC 
PRENATAL 
SUPPORTS 


Designs developed over many | 
years, infullconsultation with 
obstetricians, insure ample 
support for the abdominal 
4 js, musculature, pelvic girdle and 
lumbar spine without con- 


strictionatany point. AIICamp 
_ Supports are accurately fitted 
about the pelvis. Thustheuter- 
us is maintained in better po- 
sition, the abdominal muscles 
fasciae are conserved and 
there is support for the re- 
laxed pelvic joints. The patient 
is assisted in maintaining bet- 
ter balance in the course of | 
the postural changes of preg- 
nancy. Physicians may rely on 
Camp-trained fitter for 
| precise execution of all 
instructions. 
If you do not have a copy of. 
| the for 
Physicians and Surgeons”’, At 
will be sent on request. : 


THIS EMBLEM is disployed only by reliable merchants in your community. Camp Scientific Supports 
are never sold by door-to-door canvassers. Prices are based on intrinsic value. Regular technical 
and ethical training of Comp fitters insures precise and conscientious attention to your recommendations. 


S. H. CAMP & COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 
Offices in New York ¢ Chicago ¢ Windsor, Ontario * London, England 


| 
4g | 
a — 
k 
Scientific Suppests 


Depo-Heparin 


Anticoagulant therapy promptly insti- 
tuted on diagnosis of venous thrombosis 
led to uneventful recovery in over 95% 
of one large series of heparin-treated 
patients studied for nine years.! 


Promptly effective and readily control- 
lable anticoagulant therapy is available 
with these potent and convenient Up- 
john preparations: 


Depo*-Heparin Sodium, Sterile Solution 
Heparin Sodium, Sterile Solution 


* Trademark, Reg. U. S. Pat. Off. S 


1. Bauer, G.: Angiology 1:161-169 (Apr) 1950. 
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An Important Diet-Feature in Weight-Control Programs 


WALKER-GORDON CERTIFIED 
LOW-FAT Shémmed MILK 


Remove the cream from Walker-Gordon Certified Whole Milk and you have 
Walker-Gordon Certified Skimmed Milk . . . custom-made for weight-control 
and weight-reduction programs. Your patients get the necessary nutrients 
of Walker-Gordon Certified Whole Milk without the butter fat and fat soluble 
vitamins. All the minerals including calcium and phosphorus, water-soluble 
vitamins, amino acids, and proteins remain, but only about half the calories 
of Whole Milk are present. And this pure, delicious, Fresh Skimmed Milk 
has real taste-appeal. 
The Medical Profession also frequently recommends Walker- 
Gordon Certified Skimmed Milk in cases of Pregnancy and 
Lactation, Childhood and Adult Obesity, Abnormal Bile 
Secretion, Celiac Disease, Infant Feeding, Gastric Ulcers, 
Diarrhea, Psoriasis, Allergy, Diabetes, Colitis, Acne, Eczema, 
and Hypertension. 
Delivered fresh within one day of milking by leading dairy distributors in 


New York, New Jersey, and Pennsylvania. 


FREE! Descriptive book, “Technical Control and Supervision of Walker- 
Gordon Certified Milk,” sent without obligation on request. 


Walker-Gordon Laboratory Co. 


Plainsbere, N. J. Phone Pliain«bere, 2750 


Certified by the Medical Milk Commissions of the Counties of New York, Kings, 
Hudson, and Philadelphia 
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“pins and needles” 
of dysmenorrhea 


Many of your patients are on “pins and 
needles” just before and during menstruation 
because of the nervous and emotional upset, 
mental anguish and physical suffering which 
accompany such common complaints as 
dysmenorrhea and premenstrual tension. 
You'll find that in many cases the use of 
Progestoral (anhydro-hydroxy-progester- 
one)—Organon’s orally effective form of the 
luteal hormone—vwill provide for your 
patients rapid and effective relief from these 
distressing menstrual disorders which so 
frequently interfere with women’s occupa- 
tional tasks and home life. Usually you need 
prescribe only 10 mg of Progestoral per day 
during the last 7 to 10 days of the cycle to 
provide relief from premenstrual tension 
and dysmenorrhea. Progestoral is available 


in 5-mg, 10-mg, and 25-mg tablets. 


Organon INC. * ORANGE, N. J. 


Organon 
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Herald Squore, N Y 
Porkchester, Bronx Jomaica, Queens 


White Plains, N.Y Flatbush, Brooklyn 


MACY'S PRESCRIPTION DEPARTMENT 


Macy’s is accurate. Our Prescription Department is a modern, sani- 
tary laboratory, staffed by competent pharmacists. All of our com- 
pleted prescriptions are carefully checked by supervising pharmacists. 
Our stock of ingredients is wide and reliable; it includes not only 
standard drugs, but also new and scarce products. And our prices 
are low. 


No wonder so many physicians prefer Macy's Prescription Department. 


Compiete Medical & Psychiatric Treat- 
ment at predetermined cest. Privacy 
FOR THE TREATMENT OF ALCOHOLISM of patient is assured—if desired. 
literature on Request 
NARCOTIC AND BARBITURATE Wm. D, Silkworth, Medical Director 
Edword B. Towns, Director 
ADDICTIONS EXCLUSIVELY 293 Central Park West, N. Y. 24, N.Y 
SChuyler 4-0770 
Member American Hospital Association 


MAGER & GOUGELMAN, INc. 


A CENTURY OF SERVICE @ PRIVATE FITTINGS 


@ PERSONAL ATTENTION 
@ EXPERIENCE & SKILL 


1851-1951 


PLASTIC AND 
510 Madison Ave., N. Y. 22 
GLASS EYES Telephone Plaza 5-3756 
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MARCH 1951 


ou may prescribe "RAMSES"t Vaginal Jelly 
with full confidence in its safety and 
effectiveness. No vaginal jelly available pro- 
vides a greater degree of spermicidal or barrier 
action than does "RAMSES” Vaginal Jelly. 


IMMOBILIZES 


RECOGNIZED 


FOR CHEMICAL se 
CONTRACEPTIVES : 


This immobilization time is measured by the 
Brown and Gamble technique, the only method occepted 
by the Advisory Committee on Contraceptives of the 
Council on Pharmacy and Chemistry of the American 
Medical Association for determining the sperm immobili- 


423 West 55th Street, New York 19, N. Y. 2 
quality first since 1883 | 


word “RAMSES” is o registered trodemork of Julivs Schmid, Inc. 
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Give them 
hensaphanainien TREATMENT all the way! 


Coord of pr ional services surely promotes greater effectiveness. Our staff 
of registered nurses—schooled in anatamy and trained for their job—completes the 
professional care so helpful in fitting efficiently the scientific supports you prescribe. 


CAMP ANATOMICAL SUPPORTS—KENDRICK and BAUER & BLACK ELASTIC HOSIERY 


R.N. 133 EAST FIFTY-EIGHTH STREET NEW YORK 22, N. Y. 
SUITE 201 


Frida Afternoon 


Twenty-Fifth Series—1950-1951—At 4:30 o'clock 

THE New YorK ACADEMY OF MEDICINE 

2 East 103 Street « New York 29, N. Y. 
All lectures are open to the medical 


MODERNIZED a, profession and to medical students 
BUROW'S SOLUTION / MARCH 2, 1951 


The. safe Neate: y The L. Duncan Bulkley Lecture 
CARCINOMA OF THE PANCREAS AND 
CARCINOMA OF THE AMPULLA OF 
VATER 
Barctay Parsons, Professor of 
Clinical Surgery, Columbia University, College 
of Physicians and Surgeons 


MARCH 9, 1951 
CUTANEOUS VASCULAR CHANGES AND 
SKIN DISEASE IN RELATION TO LIFE- 
STRESS 
bites, porson wy, eczema, — bruises, 
infections and traumatic injuries .. Davip T. GraHAM, Research Fellow in Medi- 
ber cine, Cornell University Medical College, New 
uncles, boris. acute catarrhal otitis media, York 
MARCH 16, 1951 
Aveiteble ot oll drug stores | ACUTE MERCURY AND LEAD POISON. 
| ING IN INFANTS AND THEIR TREAT- 
DOME CHEMICALS, INC. | MENT WITH BAL 
West + New York 23.6. Y Horace L, Hopes, Pediatrician-in-Chief, Mount 
Sinai Hospital; Clinical Professor of Pedia- 
trics, Columbia University 


WHITTAKER 
LABORATORIES. INC 


Peekskill, New York 
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Only AMPHOJEL has Double-Gel Action quickly re- 
ducing gastric acidity to non-corrosive levels . . . pro- 
viding a protective, soothing coating for the ulcer crater. 


AMPHOJEL Has Many Important Advantages 


for the successful medical management of acute 
or chronic peptic ulcer. These include: 


. Relieves pain in minutes 

. Promotes healing of the ulcer crater in a mat- 
ter of days 

. Does not interfere with digestion 

. No untoward effect on normal body metabo- 
lism—no acid rebound, no alkalosis 

. Does not inhibit the action of antispasmodics 
or laxatives if and when these are indicated 

. Safe to take for long periods of time 

. Pleasant and convenient to take 

. Economical 


AMPHOJEL 


ALUMINUM HYDROXIDE GEL « ALUMINA GEL, WYETH 


WYETH INCORPORATED, PHILADELPHIA 2, PA. 
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EXPERIENCE 
EXPERIENCE 
EXPERIENCE 


EXPERIENCE 128 years”... 


as represented by the composite experience and time spent in the surgical instrument 
field by our sales force—is the background that is evidence of the ability a our concern. 
This EXPERIENCE is utilized to competently supply YOUR prof 

More important—this EXPERIENCE guarantees the proper model and quality of instru- 
ments and equipment as selected by ovr board of qualified experts. 


AND NEVER FORGET— 


“You will remember quality .. . 
long after you have forgotten price.” 


P.S. (Pertaining to Service) 


As selling agents for—SEPTISOL the Antiseptic Soap containing G-11 

(Hexachlorophene), we are a convenient source of supply able to moke 

deliveries on short notice—of both the scap and special type dispensers. 
. Just phone your order. 


COCHRANE surrues, i 


133 EAST 58th STREET NEW YORK 22.NY. : ’ 
PHONE—PLoze 3-5533, 3-5534, 3-5491 Leonard W. McHugh, Sec y-Freas 


CLINICAL RESEARCH MEETING 
April 4 and 5, 1951 


The New York Academy of Medicine will hold meetings Wednesda 
Thursday evenings, April 4 and April 5, 1951 at which investigators of Net New 
York City and vicinity may present results of original research in Clinical 
Medicine. 

Presentations will be limited to twelve minutes. A brief period of free dis- 
cussion will follow each presentation. 

All persons interested in medica] research are cordially invited to attend this 
meeting. 


THE NEW YORK ACADEMY OF MEDICINE 
2 East 103 Street, New York 29, N. Y. 
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THE PROPERTIES 
OF BARLEY* 
IN CONVALESCENT => 
DIET 


There are times when the ready digestibility of barley makes 
it a desirable adjunct to the convalescent diet. 

In such cases beer as a mealtime accompaniment is often 
suggested by the physician. 

The advantages under these circumstances of a beer which 
is brewed solely from barley-malt are obvious. Such a beer 
is Trommer’s White Label Premium Beer. It is brewed after 

» an old-world formula which permits the use of only carefully 
selected hops and fine barley-malt. No other grain is used. 

The result is a beer pleasantly light and appealing to 


the taste. 


TROMMER'S 


White Label 


*Malted barley is rich in an enzyme which 
digests starch in the production of maltose. 


(From “Accepted Foods and Their Nutritional Significance”) 


JOHN F. TROMMER, INC., BROOKLYN, N. Y. and ORANGE, N, J. 
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eat 
“without 


salt 


is fit only 


| 


When your cardiac or other patients requiring salt 
restriction find that the flavor of salt is essential 

to their enjoyment of food, Neocurtasal—sodium-free 
salt substitute—will give the desired salty tang 

to otherwise ‘flat’ foods. 


Neocurtasal is completely sodium-free. It contains Available in 


potassium chloride, ammonium chloride, potassium convenient 2 oz. shakers 
and 8 oz. bottles. 


formate, calcium formate, magnesium citrate 
and starch. Potassium content 36%; chloride 39.3%; 
calcium 0.3%; magnesium 0.2%. 
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SARATOGA SPA 


was built by the State to aid the private physician, in a primary 

or collateral capacity, in treating conditions for which hydro- 

therapy or crounotherapy is indicated. The Spa and its medical 

staff supervise the treatments prescribed by the individual 

physician — none of the staff engage in medical practice. 
For literature write 

Water S. McCrettan, M.D., Medical Director 

610 Saratoga Springs New York 


THE STATE OF NEW YORK .. . THE SARATOGA SPA 


SHOE ALTERATIONS 


FROM OUR PRESCRIPTION FILES... 


When proper shoes, with or without alterations, 
ore indicated you can recommend Pediformes 
with confidence. 


ext 
5th metatarsal. 


MANHATTAN 34 WEST 36th STREET 
BROOKLYN 288 LIVINGSPON STREET 
FLATBUSH 842 FLATBUSH AVENUE 
EAS! ORANGE — HACKENSACK — NEW ROCHELLE — HEMPSTEAD 


pens high theophylline content, ready solubility 
ampuls for rapid therapeutic effects in: 

powder 

suppositories Bronchial Asthma 


Paroxysmal Dyspnea 


d ia b i n Cheyne-Stokes Respiration | 
aminophyllin 


ne-ethyl 


E. DUBIN Inc. 250 E. 43rd St., New York 17, N.Y. 


Specialists in Plastic and Glass 
Artificial Human Eyes Exclusively 


REFERRED CASES CAREFULLY ATTENDED 


FRIED & KOHLER, Inc. 


665 FIFTH AVENUE 
neor 53rd Street 


NEW YORK, N. Y. 
Tel. Eldorado 5-1970 
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Whoever you are, whatever you 
wherever you may be- 


when you think of refreshment, 
think of Coca-Cola 


For Coca-Cola makes any pause 
the pause that refreshes 
and ice-cold Coca-Cola is everywhere 
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What makes television work? Manythings, of course." 
a But one of the vital elements in. television's magic is « thin coating of phosphor on 
i the face of the picture tube. Turn the switch, and this ultrs-pure epeting virtually, 
comes to life, particle’by patticle. 
Phosphors must be made from the purest of pure chemicals—cheir inmpumtities reduzed 
to fractional parts per million, With such requirements, it is natural that the television 
industry looks to Mallingkrodt asa prime source of extreme! parity chemicals for 
phosphor production: Mallinckrodt also cooperates with the television. industry in 
supplying unusual chemicals for continuing exploratory research," 
Precise chemical processing is our business. 
For 84 years we have supplied physicians anc surgeons with diagnostic media, 
anesthetics and medicinal chemicals of dependable purity and efficacy, We are dedi- _ 
cated to providing the medical profession with the best that skill, progressive research 


MALLINCKRODT CWEMICAL WORKS St. Leute New York 


ETHER FOR ANESTHESIA = SODA LIMES 
PRECIPITATED BARIUM SULFATE - 
UROKON SODIUM + HIPPURAN - 

OVER 1500 PRESCRIPTION CHEMICALS 


MANUFACTURERS OF FINE MEDICINAL CHEMICALS SINCE 1867 
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for keeping 
cardiacs 
edema-free 


Effective and well tolerated, Tablets MERCUHYDRIN with Ascor- 
bic Acid are unexcelled for diuretic maintenance therapy. 
Continuous administration of one or two Tablets MERCUHYDRIN 
with Ascorbic Acid daily—plus an occasional injection of 
MERCUHYDRIN Sodium—keep the average cardiac free of edema. 
Because “maximum absorption occurs relatively high in the gastro- 
intestinal tract (stomach and duodenum)”* Tablets MERCUHYDRIN 
with Ascorbic Acid are simple sugar-coated. Unlike poorly toler- 
ated oral mercurials—which require enteric coating —clinical 
experience has shown that these sugar-coated tablets produce 
dependable diuresis with minimal side effects. 


the simplest method of 
outpatient maintenance 


To secure the greatest efficacy and al/ the advantages of Tablets MERCU- 
HYDRIN with Ascorbic Acid, a three-week initial supply should be pre- 
scribed . . . 25 to 50 tablets. Available in bottles of 100 simple sugar- 
coated tablets each containing meralluride 60 mg. (equivalent to 19.5 
mg. of mercury) and ascorbic acid 100 mg. 


*Overman, W. J.; Gordon, W. H., and Burch, G. E.: Tracer Studies of the Urinary 
of Radioactive Mercury f ofa I Diuretic, Circulation /:496, 
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addition of aqueous diluent 
i in sirgle injectiona: nawally q. 12 
pathogens of the, Gram-positive and Gram- 


infections; uritiary. tect infiections, inchuding 
sents: pongenece! urethritis; secondary upper respiratory 


: prophylaxis;and in certain other 


origin 


providing: pesicittin $00,000 unite” 


